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FOR Your 
PATIENTS 


PROMPTLY 


for faster, 
surer recovery 
without relapse 


In post-infection neuritis (following upper respira- 
tory or virus infection), one ampul of Protamide 
daily for five days has been shown to produce 
complete recovery without relapse in 85% of pa- 
tients when treatment was started during the first 
week of symptoms.* 


You can count on comparable results 
pin. your own practice when you 


Pharmacologically safe and clinicall 
assayed, Protamide is a sterile ¢ 
loidal solution prepared from animal 
gastric mucosa. Due to an exclusive, 
unique denaturing process, protein 
reaction cannot be demonstrated with 
Protamide although it is of protein 
origin. 

The solution is straw colored with 
an adjusted pH of 5.9. It is virtually 
painless on administration and is used 
intramuscularly only. 

Protamide is stable at room tem- 
perature and is packaged in 1.3 cc. 
ampuls in boxes of ten. 


*Smith, R. T., New York Med. 8:16, 1952. 
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Essential in practice of modern 
physical medicine. Pathological and 


physiological conditions in which use 
of ultraviolet is most beneficial, in- 
clude: skin conditions, tuberculosis, 
secondary anemia, surgery, care of in- 
fants and children, pregnant and nurs- 
ing mothers, and physical fitness. 

For 50 years, Hanovia scientists and 
engineers have made basic contribu- 
tions to the vast improvement in phys- 
ical therapy equipment to keep pace 
with modern science and clinical re- 
quirements. 


Delivers complete ul- 
traviolet spectrum re- 
quired for general 
therapeutic use. Effec- 
tive. Economical to 
operate. Simplified 
control. Self-lighting 
quartz tube, Mobile. 


Provides concentrated 
source of ultraviolet 
for local and orificial 
Air cooled. 

water system. Au- 
tomatic full intensit 
indicator. Operates ef- 
fectively in every 
position 
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PHARMACY 
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CHEMISTRY 


Furacin 


brand of nitrofurazone, Eaton 


Because of its exceptional antibacterial range, 
Furacin Soluble Dressing is recommended especially 
for routine management of minor lesions. Furacin 
Soluble Dressing may be placed directly on the 
wound and covered with gauze. Impregnated gauze 
rolls or strips may also be used. 


Furacin Soluble Dressing is economical. 


Furacin Soluble Dressing and Furacin Solution 
contain Furacin 0.2% in water-miscible vehicles 
which dissolve in exudates. 


Convenient 2 oz. tube; 4 oz., 1 Ib. and 5 Ib. jars. 


Furacin’s extensive antibacterial range in vitro 


GRAM-NEGATIVE 
Aerobacter aerogenes 
Alcaligenes faecalis 
Brucella melitensis 


Chromobacterium 
violaceum 


Escherichia coli 
Klebsiella pneumoniae 


Klebsiella pneumoniae 
var. ozaenae 


GRAM-POSITIVE 


Bacillus anthracis 
Bacillus subtilis 
Clostridium histolyticum 
Clostridium novyi 


Clostridium perfringens 
(B. welchii) 


Clostridium septicum 
Clostridium sporogenes 
Clostridium tetani 
Corynebacterium 


Neisseria catarrhalis 
Neisseria meningitidis 
Paracolobactrum sp. 
Proteus morganii 

Proteus vulgaris 

Proteus rettgeri 

Proteus mirabilis 
Pseudomonas aeruginosa 
Pseudomonas fluorescens 
Salmonella enteritidis 
Salmonella paratyphi 
Salmonella schottmulleri 
Salmonella typhosa 
Serratia marcescens 
Shigella dysenteriae 
Shigella paradysenteriae 


diphtheriae 
Corynebacterium pseudo- 
diphtheriticum 
Corynebacterium species 
(diphtheroids) 
Corynebacterium xerose 
Diplococcus pneumoniae 
Gaffkya tetragena 
Micrococcus (Staph.) 
pyogenes var. albus 
Micrococcus (Staph.) 
pyogenes var. aureus 
Mycobacterium 
tuberculosis 
Streptococcus faecalis 
Streptococcus pyogenes 
(hemolyticus) 
Streptococcus mitis 
(viridans) 


EATON LABORATORIES 


NORWICH « NEW YORK 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Je PRODUCTS OF EATON RESEARCH 
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SECRETARY'S NEWSLETTER 


MARCH, 1955 


Significant Events 


Telecast Prompts 
Many Accolades 


Most People Think 
Fees Reasonable 


Board, Committee, 
Commission Meet 


Directors Reverse 
Abstracts Decision 


> Telephone calls, telegrams and letters, arriving by the 
score, are unanimous in their praise for the Academy's 


February 24 closed circuit television program. 


A preliminary count shows that more than 15,000 physi- 
cians, in 60 domestic and five Canadian cities, watched the 
one-hour program. All qualified observers point out that 
the joint endeavor of the Academy and Wyeth, Inc., was by 
far the most successful use of this medium yet attained. 


With the last-minute addition of Harrisburg, Pa., nine 
cities had been added by Wyeth since the proposed list of 


outlets was prepared less than three months ago. Members 
are reminded that attendance constitutes one hour of formal 
postgraduate study credit. 


> The Minneapolis Sunday Tribune (circ. 620,877) recently 


blanketed Minnesota with a survey which proved that two- 
thirds of the people consider doctors' fees reasonable. 
Eighty per cent believe that doctors "take a personal in- 
terest in their patients and their troubles," 85 per cent 
believe that if they called a doctor, he'd make a house 
call, and 87 per cent think that doctors are better trained 
today than they have ever been before. 


Of special interest to Academy members were answers which 
showed that people who have a family doctor are (1) more 
inclined to think that fees are reasonable; (2) more confi- 


dent that he'd come if called; and (3) more inclined to 
oppose federal control of medical care. 


>» The Board of Directors, the Finance Committee and the 


Commission on Legislation and Public Policy held meetings 
early last month. 


February 4, the Finance Committee held its annual budget— 
making meeting at the headquarters office. The committee 
received the 1954 auditor's report and adopted a budget for 
1955 after an all-day examination of headquarters opera- 
tions. 


> February 5 and 6, the Board of Directors met in Chicago 


and reversed a previous decision to discontinue "Abstracts." 


A special committee, headed by Dr. Joseph Lindner, will 
supervise publication. The Board also: 


Considered proposed amendments to the By-Laws which will 
be acted on by the Congress of Delegates (see GP, February, 
pps. 172-77)... 


Authorized employing an additional headquarters staff 
executive who will assist with public relations and state 
chapter liaison activities... 


Appoint Residency 
Review Committee 


Commission Studies 
UMW Health Program 


Approve Proposed 
Television Show 


Telecast Planned 
During Assembly 


Postponed approval of a proposal to produce and distribute 
teaching medical motion picture films... 


Accepted Dr. R. Varian Sloan's resignation from the 
Commission on Education and named Dr. Anthony Franzi, 
San Francisco, to fill the unexpired term. Dr. Sloan 
has moved to Hawaii. 


>» The Board received a report from the Commission on Educa- 
tion and endorsed the appointment of a Residency Review 


Committee to work with the AMA in controlling standards 
for general practice residencies. It also: 
Learned that more than 300 reservations have been made 


for the post-Assembly meeting in Hawaii. This will be the 
largest medical group ever to visit the islands... 


Approved revised definitions for formal and informal 
— study: credit from the Commission on Education 
and... 


Heard a report from the executive secretary on cities 
available for the 1958 Scientific Assembly... Confirmed the 
appointment of Dr. A. E. Ritt to succeed Dr. Fount Richard- 
son who has resigned from the Nominating Committee... Gave 
final approval to plans and specifications for the Academy 
building on which construction began this month... Heard a 
report from the Hospital Commission on recent negotiations 
with the Joint Commission on Accreditation. 


>» The Commission on Legislation and Public Policy met in 
Chicago February A discussed the UMW Health and Welfare 
Fund, and named a special three-man committee which, with 
Commission Chairman Malcom Phelps, met with Dr. Warren 
Draper, medical director of the Fund. Further conferences 
on Fund policies and their relation to general practice are 
anticipated. The commission also: 


Commended a report from the executive secretary on the 
procedures used to cope with the tremendous quantities of 
mail received by the headquarters office following publica- 
tion of the Paul de Kruif February Reader's Digest article 
entitled, "Family Doctor: Model 1955," and reviewed other 
activities in public relations. 


> Members of the Commission on Legislation and Public Policy 
also approved the format and initial script for a network 


television program endorsed by the Academy. Earlier, the 
ee Committee had approved the project. The commis- 
sion also: 


Reviewed its 1955 program in view of the limited budget 
approved by the Board and the Finance Committee and... 


Postponed action on a proposed emergency medical protec- 
tion guide progran. 


> Arrangements are being made to broadcast the March 29 
"March of Medicine" television program from Los Angeles 
during the Academy's four-day Seventh Annual Scientific 
Assembly. All doctors attending the Assembly will be invited 
to attend the telecast. Dr. Robert Holmes, director of the 
Atomic Bomb Casualty Commission, will present a special 
report from Hiroshima on the late effects of radiation. 
Dr. Stafford Warren, dean of the UCLA Medical School and an 
authority on atomic medicine will address the assembled 
family doctors. The "March of Medicine" program is sponsored 
by Smith, Kline & French Laboratories. | 
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This Month’s Authors 


A. |. Braude, M.D., is a Midwesterner. Born in Chicago and educated through 
the M.D. at the University of Chicago, he took a Ph.D. at the University of Minne- 
sota. His article, “Brucellosis: Epidemiology and Treatment” stems from work 
done there in a group headed by Dr. Wesley Spink on unraveling the problem of 
human brucellosis. Dr. Braude is now associate professor of Internal Medicine at 
the Southwestern Medical School of the University of Texas at Dallas. A diplomate 
of the American Board of Internal Medicine, Dr. Braude saw Caribbean service 
during 1941-45, now makes his home with his wife and two daughters in Dallas. 


Robert B. Greenblatt, M.D., is a Canadian transplanted successfully to Georgia 
soil. The author of “Premenstrual Tension Syndrome” took his M.D. at McGill 
University, Montreal, later came to the Medical College of Georgia, where he is now 
professor of endocrinology. Dr. Greenblatt saw war service, now advises several 
government health groups. He has authored 150 articles in his specialty, plus 
monographs and a textbook Office Endocrinology, now in its fourth edition. Dr. 
Greenblatt is a diplomate of the American Board of Obstetrics and Gynecology, was 
awarded the Crawford W. Long Memorial Medal in 1941 for work in menorrhagia. 


John O. Nestor, M.D., collaborated with colleagues from Washington’s Chil- 
dren’s Hospital to produce “The Use of Hypothermia in Cardiac Surgery.” Dr. 
Nestor is associate attending cardiologist at The Children’s Hospital, Washington, 
and assistant professor of Pediatrics at both Georgetown and Howard Medical 
Schools. A New Jerseyite by birth, he attended Rutgers, took his medical degree 
at Georgetown, and interned at St. Michael’s Hospital in Rutgers, before seeing 
war duty as flight surgeon with an overseas combat group. Since that time, Dr. 
Nestor has specialized, is a fellow of the American College of Pediatrics. 


Roy J. Popkin, M.D., author of “Management of the Post-Thrombophlebitic 
Syndrome in Which Compensation Is a Factor,” describes himself as an internist 
with a special interest in peripheral vascular disease. He is chief of the Peripheral 
Vascular Disease Clinic of Cedars of Lebanon Hospital, Los Angeles, the city he 
now calls home. Dr. Popkin was born in Wisconsin, educated at the University of 
Minnesota, served in the United States armed forces during the last war, emerging 
a lieutenant colonel: He has authored many articles on the diseases of the peripheral 
vascular system, and GP is pleased to mark his initial appearance in its pages. 


Alfred L. Weiner, M.D., who writes for us on “The Responsibility of the Fam- 
ily Physician in Dermatologic Disorders” is a Cincinnatian who has made a real 
specialty of his subject. Dr. Weiner received his medical degree from Cincinnati 
College of Medicine, is a diplomate of the American Board of Dermatology and 
Syphilology. He now teaches at his alma mater, and is also chief of the Dermato- 
logic Clinics and director of the Venereal Disease Clinic of Cincinnati General 
Hospital. He serves General Hospital and Jewish Hospital in Cincinnati as 
attending dermatologist, and holds membership in a number of medical societies. 
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uncommonly good for... 
the most common nutritional defect 


Whether garnishing a salad or fortifying a 
casserole dish, cottage cheese offers a most 
gratifying and wholesome solution for many 
problems that stem from “undernutrition.” 
Not only has protein deficiency been singled 
out as “the most common nutritional defect 
in the aged,” but inadequate dietary regi- 
mens are found with surprising frequency 
among children referred to physicians be- 
cause of growth failure.’ 

Indeed, the stigmata of chronic under- 


nutrition may be evident even before birth, 


when fetal bone and tooth impairment give 
telltale signs of poor mineral and vitamin 
intake by the mother. And the same dietary 
inadequacies may simultaneously take their 
maternal toll by precipitating such compli- 
cations as eclampsia, vomiting, osteomalacia 
and premature labor.”** The recommended 
diet of pregnancy and lactation, therefore, 
stresses high calcium, high protein and low 
fat*... requirements specifically fulfilled by 
cottage cheese, 

The high protein diet, moreover, plays 
an important rele in improving liver func- 
tion,”* and in significantly decreasing con- 
valescence time following viral hepatitis.’ 
In addition, neurologic and psychologic com- 
plications resulting from “undernutrition” 


are problems that confront pediatrician and 
geriatrician 

And for all such patients, Borden’s 
Cottage Cheese proffers so many advantages 
...easy digestibility because of low fat con- 
tent...soft fine curds resulting from careful 
selection of bacterial “starters”...and as with 
all Borden dairy products, choice of only 
finest of fresh pasteurized milk, hygienically 
skimmed and incubated, to serve as the 
basis of a cottage cheese with pleasing fla- 
vor to complement high nutritional value. 


1. Sebrell, W.H., Jr., and Hundley, J. M., in Stieglitz, E. J.: 
Gacteeria Medicine, ed. 3, Philadelphia, J. B. Lippincott Com- 
pany, 1954, p. 181. 2. Stevenson, S. S.: Pediat. Clin. North 
America. 1:433 (May) 1954. 3. Tompkins, W. T., and Wiehl, 
D.G..: Pediat. Clin. 1:687 (Aug,) 1954. 4. Macy, 
1.G., and Mack, H.C.: . Obst. 8 Gynec. 68:131 (July) 
1954. 5. Burke, B. S.: ag I. Clin. Nutrition 2:425 (Nov.-Dec.) 
1954. 6. Murphy, G.H., and Wertz, A. W.: J. Am. Dietet. A. 
30:34 (Jan.) 1954. 7. Boyden, A.M.: Surg. Clin. North America 
34:1375 (Oct.) 1954. 8. Barborka, C. J.: Treatment by Diet, 
ed. 5, Philadelphia, J. B. Lippincott Company, 1948, p. 494. 
9. Davidson, C. S.: A.M.A. Arch. Int. Med. 94:460 (Sept.) 1954. 
10. Ant, M.: Am. J. Digest. Dis. 21:261 (Sept.) 1954. 11. Bak- 
win, H.: J. Pediat. 45:110 July) 1954. 12. Cohn, H., et al.: 
An. J. Digest. Dis. 21:281 (Oct.) 1954. 


Manufacturers and distributors of BORDEN'S Instant Coffee 
STARLAC non-fat dry milk « BORDEN'’S Evaporated 
Milk Fresh Milk Ice Cream Cheese EAGLE BRAND 
Sweetened Condensed Milk * BREMIL powdered infant food 
« MULL-SOY hypoallergenic food « BIOLAC infant food 
¢ DRYCO infant food * KLIM powdered whole milk 


The Borden Company 


350 Madison Avenue, New York 17, N.Y. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


No Boost for Booze 


Dear Sir: 

May I ask what the policy of the Academy is on accepting al- 
coholic beverages as advertisements? In other words, do you 
follow the practice of the AMA? 

Here in Wisconsin, our state medical journal still accepts 
wine and liquor ads, although in minimum amounts. There 
seems to be a growing sentiment among physicians to discontinue 
this practice. A letter from AMA headquarters informs us that 
before they discontinued the advertisements of alcoholic bev- 
erages, they sent out a “trial balloon.” The result was that such 
advertisements were discontinued since too many of their mem- 
bers opposed such ads. 

I wish you folks a Happy New Year. I have seen 85 of them. 
Being a general practitioner, I still work on a full schedule. It 
probably will not be long before some law will be passed de- 
claring “an open season” On general practitioners of 85. 

Spencer D. BEEBE, M.D. 
Sparta Clinic 
Sparta, Wisc. 


GP never has accepted alcoholic beverage, cigarette or bubble gum 
advertising. This policy was in effect almost four years prior to the 
AMA’s decision to discontinue cigarette advertising. It is our sincere 
belief that GP advertising serves an educational function by keeping 
readers posted on new developments in the’ fields of therapy and 
diagnosis. 

As do the ‘Medical Friends of Wine,” a fine California or- 
ganization, we regard wine in moderation as good medicine which 
“maketh glad the heart of man.” But, we think it more appropri- 
ately merchandised elsewhere.—PUBLISHER 


War on Pinworms 
Dear Sir: 

The December 1954 GP contains an answer to a query, (‘‘In- 
formation Please,” page 98), concerning the latest treatment for 


pinworms. The answer, gentian violet, is certainly not correct, 
for, though still used, it is neither the latest nor the best. The 
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same may be said for oxytetracycline, bacitracin, Cremothalidine, 
neomycin, etc. 

In my opinion (and I am not alone), the latest and best is 
piperazine citrate. It is most easily used in a pleasant-tasting 
syrup which is not only effective but not objected to by small 
fry. Gentian violet has its points, but not to mothers, especially 
those with tiny babies infested with pinworms. 

Piperazine citrate also has an apparent value in treating round- 
worm infestations. To anyone previously subjected to gentian 
violet for pinworms and hexylresorcinol for roundworms, the 
advent of piperazine citrate syrup has been a godsend indeed! 

Incidentally, good luck for the new year with GP, which is 
the best, the most interesting and the least soporific of all 
journals. 

Sam F. HarrMan, M.D. 
Beaumont, Texas 


Dear Sir: 

In the December 1954 issue there is a query about the best 
treatment for pinworms. There are many factors involved in 
treating this malady. The patients are usually children and are 
more or less resistant to taking medication of any sort. The gen- 
tian violet or liquid preparations are given by mouth in doses 
three times a day. This means a minimum of 21 times a parent 
is faced with the necessity of wheedling a child into cooperating. 
The oral preparations occasionally cause cramping abdominal 
pains and on occasion are ineffective. 

The following regimen has proved in my experience as effec- 
tive as any other and requires minimal patient cooperation. 

1. The nails are clipped short. 

2. Carbolated Vaseline is applied to the rectum (and vulva in 

females) each night for three weeks. 

3. An enema of hexylresorcinol 1:1000 (obtained as stock ST 
or Kapricol undiluted) is given once a week for three 
weeks. The dose varies from the ounce for babies 1 year 

- old to three ounces for adults. The enema is given when 
the colon is empty and retained as long as possible. 

If the child has a rectal fissure or is very irritated the solu- 

tion should be used at half strength or the treatment delayed 
until local ointment has been used to control the complication. 


21 


The complication is a rare abdominal cramping if the solution 
runs up. On two occasions a small amount of rectal bleeding 
has occurred but this would have been eliminated if the rectum 
had been treated beforehand. 

F. B. Anas, JR., M.D. 
Seneca, S. C. 


These are two alternative methods from readers. Any others? 
—Mepicat Eprror 


A Reply to Caveat Emptor 


Dear Sir: 

I am sure that you probably are the recipient of a number of 
> aed letters regarding the article by Ruth Q. Sun (Caveat Emptor— 

8 At Least a Little!) in your December issue. 

, With all due respect to the author, however, it is an easy arti- 
cle to take apart, and it is bound to be somewhat discouraging, 
because of its inconsistencies, to the legitimate firms in our in- 
 . dustry. It is hard to know just what Mrs. Sun is trying to say. 

Fil As a matter of fact, I’m indulging myself in the luxury of this 
oe reply couched—facetiously, of course—in the same generalities 
e which form the basis of Mrs. Sun’s findings. 

The survey which she made by means of a questionnaire is 
obviously shallow, and when individual responses are picked 
for quotation in an article of this sort, the statistical value of the 
survey thereby goes out the window. Even the individual quota- 
tions seem to contradict themselves as well as some things in 
medical practice which we have all come to take for granted. 
Thus, Mrs. Sun’s correspondent points out that there was no 


IN ANXIETY AND TENSION 
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point in purchasing an electrocardiograph because there wasn’t 
time to use it. Presumably either the doctor or the patient JJidn’t 
have time. I think both you and I would be a little sorry ‘or the 
patient. 

Then another correspondent doesn’t believe in purchasing a 
cystoscope and I think we both would agree that he is right, 
particularly if he is a dermatologist. The sigmoidoscope also, 
comes in for condemnation. In that section of the country, per- 
haps no one is interested in carcinoma of the rectum and ! guess 
maybe it is better to ignore these things because, after all, both 
the patient and the doctor might be frightened. 

Then your author quotes another correspondent as suggest- 
ing that nothing be purchased on time except an x-ray machine. 
For some 50 years our own company has been financing pur- 
chases on extended terms long before time payment selling be- 
came common in industry generally ; and we have rather volumi- 
nous files from old-timers, mostly general practitioners who 
seem to be very grateful for the start which they think we gave 
them. Your author evidently feels it is all right to purchase a TV 
set or a washing machine on extended payments but that surgical 
equipment is entirely too frivolous to be bought except for cash. 

I wonder if Mrs. Sun can quote statistically the percentage of 
young physicians emerging from costly years of medical school, 
internship and residency, who could even begin to purchase on 
a cash basis the bare fundamentals of equipment needed to start 
in practice. Without the credit facilities extended them—gen- 
erally on the basis of their character and future—there would be 
many a successful physician today who could not have even 
contemplated a career in private practice. 

She also thinks (by implication) that doctors ought to buy 
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second hand equipment but expresses a stern warning against 
baying that equipment from the widows of deceased physicians. 
Presumably it ought to be bought from pawn shops or perhaps 
from waste paper dealers. 

The point is that the article really does not need any answer 
and this letter is certainly not intended to be one. If, however 
you should decide somewhere along the line that a reasonably 
well thought out and perhaps literate reply should be made, we 
are at your service. 

Howarp F. Barr 
President 
A. §, Aloe Company 
§t. Louis, Mo. 
PS. No, we’re not angry. To the contrary, we think GP is a top- 
fight publication, and are just now executing a contract for 1955 
advertising—our first one with your journal. 


The days of every publisher would be filled with happiness if all 
the letters he received were as literate, as cogent, as perspicacious and 
as pleasant to read as this one. Thanks to reader Baer for a good- 
natured and thoroughly constructive criticism. It makes our welcome 
to A. S. Aloe to our family of advertisers a doubly warm one. 
—PUBLISHER 


Not a Fanatical Attitude 


Dear Sir: 

In your December issue of GP on page 46 there was a quota- 
tion taken from Science Magazine concerning scientific factors in 
nutrition. On page 56 of the same issue in “Harmlessness of 


Fluoridation” there is a quotation from the American Journal of 
Public Health and it refers to the “fanatics” that oppose it. 

I personally do not agree with either one of these quotations 
and do not think that I am a fanatic. I know of several good phy- 
sicians who feel as I do about both of these matters. I have based 
my opinion on good available scientific evidence. 

Both of these matters are highly controversial and probably 
should be excluded from GP. Your Publication Committee might 
decide to publish original articles on these subjects, but they 
should get both the pro and con. 

T. K. NicHots, M.D. 
Ellington Memorial Hospital 
Atlanta, Texas 


Perhaps this reader’s opinion will stimulate other comments 
pro and con.—Mepicat Eprror 


Takes GP to Java 
Dear Sir: 


Iam soon tv become visiting Professor of Medicine in Java and 
hope to continue to serve as a member of your Editorial Ad- 
visory Board. However, the exchange of mail takes on the aver- 
age of two weeks. 

In my position as a professor on leave from the University of 
California, I would also greatly appreciate having GP sent to me. 
It is very helpful in practical instruction. 

Hosart A. REIMANN, M.D. 
Fakultet Kedokteran 
Universitet Indonesia, Salemba, Djakarta, Java 


FOR MAINTENANCE THERAPY. 


Fi as littic as 
0.1 me. per day 


"a pure erystalline alkaloid of rauwolfia root first 


identified, purified and introduced by CIBA 


he 
a 
it, 
h 
t- 
0 
+ 
3 
Sait 


“Define Specialist" Campaign 


Dear Sir: 

I am quite pleased and in agreement with the currently 
adopted definition of a general practitioner. However, I feel 
that we may have been slightly outmaneuvered in finding such a 
definition necessary. 

Could not some type of campaign be instituted, whereby the 
various specialty groups would see fit to prepare for themselves 
and the AMA an acceptable, published, and agreed upon defini- 
tion of what a specialist is. I believe such a clarification would 
favorably influence further and future problems to be dealt with 
by the AAGP. 

Spencer York BELL, M.D. 
Knoxville, Tenn. 


The Academy’s Commission on Hospitals has requested that the 
Joint Commission on Accreditation of Hospitals develop a glossary 
of terms, which would, of course, include a definition of a specialist. 
The director of the Joint Commission has announced that he will do 
so and indicated that the Academy would be invited to assist in the 
final draft of such a glossary.—PuBLISHER 


Eureka! 


Dear Sir: 

At last I have found it—a journal covering the everyday 
problems with the latest approach! GP is truly an oasis among 
the modern journals for those interested in concise and practical 
coverage of the everyday problems of medicine. I for one look 


forward to becoming a subscriber and am looking forw:rd to the 


first issue of 1955. 


TueEopor:e E. 
St. Louis, Mo. 


Care in Editing Pays, Too 


Dear Sir: 
Reprints of our article, “Care in the Use of X-Ray Film Pays,” 
which appeared in the December issue, have been received, 


You did an excellent job of handling the story and its illustra. 


tions—we cannot always say that about the use of our stories— 
and we wish to extend our sincere thanks to you. If there is a 
charge for the reprints which you sent, please let us know. 

Again, thank you very much for an outstanding job of editing, 
If we may be of further service, please let us know. 

J. B. Woopsoy, Jr. 

E. I, duPont de Nemours & Company 
Wilmington, Del. 


Query from “Down Under” 


Dear Mr. Cahal: 

Recently we formed our Sub-Committee for Postgraduate 
Education of the N.S.W. Regional Faculty. Would you kindly 
help us by forwarding the following information to assist us in 
our work, 


First, in what ways have you planned to solve the problem of 


postgraduate education for busy general practitioners? 


Second, to what extent are you able to call on clerical staff 
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Cutting Oils—Coolants 
Acids—Alkalies 


Adjacent of: 


tleostomy 
Decubitus Ulcer 
Diabetic Gangrene 
Peri-anal 
Draining Fistulas, Etc. 


An Entirely New Principle of 
Skin Protection in 


CONTACT DERMATOSES 


Silicote forms an effective repellent that guards skin against irritants, 
and permits diseased skin to heal. When properly applied, can neither 
be seen nor felt on the skin. 

Silicote contains no water-soluble or water-miscible ingredients. 
Adheres so firmly to skin that from 7 to 14 washings are required to 
remove a single application. Yet Silicote is non-occlusive and permits 
skin function. 

Effective in many cases “almost without exception, failures under 
currently acceptable and recommended forms of therapy.” 


1. Talbot, J. R., MacGregor, J. K., and Crowe, F. W.: J. Inv. Derm. 17:125 


Contains Silicones (dimethylpolysiloxane) 30% 
in specially refined petrolatum base. 
in 1 oz. tubes and 1 Ib. jars. 


Samples and Reprints on Request 


SILICONE OINTMENT 


ARNAR-STONE LABORATORIES, INC., 1316 Sherman Ave., Evanston, Ill. 


in Canada: Brent Laborateries, Ltd., Toronto 
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to assist you and your committee to carry out these onerous 
duties—is there any full time clerical staff to assist you? Are 
they only part time? Or is it all honorary? 
| would appreciate very much your advice in these matters, 
and any other information which you may, from time to time, 
think might help us, inexperienced as we are in all matters deal- 
ing with postgraduate education. 
Cotin WARBURTON, M.D. 
Honorable Chairman 
Postgraduate Education 
Sub-Committee 
The College of General Practitioners 
N.S.W. Regional Faculty 
Sidney, Australia 


A digest of the Academy's educational program as set forth by 
its Commission on Education and the Commission on Membership 
and Credentials which utilized all mediums of communication, 
including television, is on its way to Dr. Warburton and the College 
of General Practitioners in Australia. The execution of the educa- 
tional policy is carried out from Academy's Headquarters Office 
where approximately 18 members of the staff are engaged in keep- 
ing records of membership and postgraduate study.—PUBLISHER 


Bravo 


Dear Sir: 

With great interest, I have looked over the digest of material 
on general practice in hospitals as prepared by the Commission 
on Hospitals for the American Academy of General Practice. 


This is invaluable material and an excellent piece of work. 
Would you be so kind as to send me six additional copies of 
this material? I would be more than happy to defray any ex- 
pense involved. 
A. Porrer, Jr., M.D. 
Coordinator of Professional Affairs 
Pennsylvania Hospital 
Philadelphia, Pa. 


For Cumulative Index 


Dear Sir: 

I have been a member of the American Academy of General 
Practice for the past two years and I have found that your 
journal, GP, has offered me more information and practical 
therapeutics than any magazine I know of. 

However, I find that the absence of a yearly cumulative index 
handicaps me at times when I want to look up a particular 
article I remember reading at one time. I would like to know 
if any plans have been made to have this annual index and I, 
for one, would be willing to pay extra for such. 

Grorce M. D1 Rienzo, 
Napa, Calif. 


Dr. Di Rienzo joins a growing list of readers who have expressed 
a desire for a cumulative index. Consideration of the economics of 
such a proposal will be given at the next Publication Committee 
meeting. In the meantime, all readers are reminded that there are 
available on request semiannual indexes, each covering one six- 
copy volume.—PUBLISHER 
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‘squeeze’ 


antispasmodic action 
virtually without atropinism 
through the selective spasmolysis— 
of homatropine methylbromide 
(one-thirtieth as toxic as atropine) 
plus the sedation of phenobarbital. 
Each yellow tablet of MESOPIN-PB 
or teaspoonful of yellow elixir 
- contains 2.5 mg. homatropine 
bromide and 15 mg. phenobarbital. 
Also available as~ 
-MESOPIN Plain (without phenobarbital). 
_ in white tablets, green elixir, and powder 


PERSONALITIES 


IN THE MEDICAL NEWS 


Jonas E. Salk, M.D. 

His vaccine may herald victory 

Man’s persistence and ingenuity may soon give him victory over one of his implacable ene- 
mies, the virus of poliomyelitis, dread killer and crippler of thousands annually. Ifa scientific 
jury, now deliberating, announces this victory in April, credit will go to Dr. Jonas E. 
Salk, University of Pittsburgh bacteriologist, who has been the storm center of a con- 
troversy waged for many months across the length and breadth of the land. Dr. Salk’s 
vaccine, product of killed polio viruses, claimed more potent than vaccine from living 
counterpart, has been injected into thousands of school children in a controlled experi- 
ment, results of which are now under study. In the Pittsburgh area alone, 9,000 children 
received shots last summer, remained immune, are now ready for booster doses. Dr. 
Salk and the National Foundation for Infantile Paralysis (which sponsored the Salk 
experiment) have both been butt of AMA criticism for independence of action in this 
first large scale production of tissue culture for human use. But if the Salk vaccine pro- 
vides the weapon so eagerly awaited for so long, past animosities will be quickly for- 
gotten, and preventive medicine will take a long forward step. 


Howard A. Rusk, M.D. 
His work gives new hope to thousands 


Wiru the gold medal of the International Benjamin Frank- 
lin Society added this past month to his cluster of awards 
Dr. Howard A. Rusk proves again that society recognizes 
and honors the man of dedicated purpose. Dr. Rusk has 
found the challenge of rehabilitation of the handicapped a 
privilege to meet, and restoration of the scarred and maimed 
to dignity, content and economic productivity a satisfying 
reward in itself. The physician who finds time to direct the 
Institute of Physical Medicine and Rehabilitation at New 
York University-Bellevue Medical Center, and to serve as 
associate editor of the New York Times, has a working 
philosophy that sees the patient as a total personality, and 
medical achievement as one segment of a closely interrelated 
human experience. “This I believe,” he says, ‘that the 
sick and suffering who overcome their handicap take their 
places back in the world with a depth of spirit we cannot 
measure ... that man’s inherent desire to help his less 
fortunate fellows transcends religions, politics, geography.” 
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William B. Hildebrand, M.D. 
He presides at Los Angeles in March 


Wuen the opening gavel signals the start of the Sev- 
enth Annual Scientific Assembly of the American 
Academy of General Practice in Los Angeles March 28, 
President Bill Hildebrand will experience a climactic 
moment in his medical career. For the past two years 
he has served as president-elect, then president of the 
nation’s second largest medical organization, recog- 
nition that caps a period of unstinting service to his 
fellow family physicians. A resident of Menasha, Wis- 
consin, Dr. Hildebrand attended the first A.A.G.P. 
national session in 1947, has ever since entered en- 
thusiastically into its projects, giving generously of his 
time and talents. His more than 8,000 colleagues ex- 
pected at Los Angeles will owe him a deep debt of 
gratitude for a job well done. 


William S. Middleton, M.D. 
He administers veterans medical care 


Namep this past month to take over from ailing Vice 
Admiral Joel T. Boone as chief medical director for 
the Veterans Administration, Dr. William S. Middle- 
ton becomes living proof that a busy, able man never 
achieves leisure. Dr. Middleton was scheduled to re- 
tire July 1 as dean of the University of Wisconsin 
medical school. On special leave from the university 
for his last months, he unpacked his bags March 1 in 
Washington to assume new and far-flung duties. They 
encompass care for half a million veteran patients in 
172 V.A. hospitals and 105 clinics throughout the 
country, an operation with an annual budget of more 
than $800,000,000. The new Veterans medical chief, 
an internationally recognized authority on blood and 
cardioy ascular diseases, is described by Veterans Ad- 
ministrator Harvey V. Higley as “exceptionally quali- 
fied to provide the kind of leadership that will insure 
continuation of top quality care for eligible veterans.” 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


March 17-19. British Columbia Medical Association's 
Section on General Practice, third annual scien- 
tific session, Harrison Hot Springs. 

March 21-24. Kansas University Medical Center, course 
on electrocardiography, Kansas City, Kan. 

March 21-26. American College of Physicians, course 
on pathology and pathologic physiology in in- 
ternal medicine, Cleveland Clinic Foundation, 
Cleveland. 

March 23-24. National Health Council, 35th annual 
meeting, New York City. 

March 23-24. University of Buffalo School of Medicine, 
postgraduate course in gastroenterology, Buffalo. 

March 23-26. International Academy of Proctology, sev- 
enth annual teaching seminar, The Plaza, New 
York City. 

March 27. Southwestern Ohio Society of General Physi- 
cians and University of Cincinnati College of Medi- 
cine, seminar on “The Doctor, The Coroner and the 
Law,” Cincinnati. 

March 28. Cook County Graduate School of Medicine, 
course in Obstetrics, Chicago. 

March 28-31. American Academy of General Practice, 
Seventh Annual Scientific Assembly, Shrine Exposi- 
tion Hall and Auditorium, Los Angeles. 

March 28—April 1. American College of Physicians, 
‘course on the early detection and prevention of 
disease, University of Pennsylvania School of 
Medicine, Philadelphia. 

March 29—April 1. Philadelphia County Medical Society, 
19th annual postgraduate institute, Bellevue- 
Stratford Hotel, Philadelphia. 

March 31—April 2. University of Tennessee College of 
Medicine, postgraduate course on radiology, 
Memphis. 

April 2. University of South Dakota School of Medical 
Sciences, postgraduate medical seminar on car- 
cinoma of the uterus and problems during preg- 
nancy, Vermillion. 

April 4. Cook County Graduate School of Medicine, 
course on general pediatrics, Chicago. 

April 4-6. Southwestern Medical School of the University 
of Texas, postgraduate course in fluids and elec- 
trolytes, Dallas. 

April 4-6. American Academy of Pediatrics, areal meet- 
ing, Sheraton-Cadillac Hotel, Detroit. 

April 11-13. Kansas University Medical Center, courses 
on anesthesiology and chest diseases, Kansas 
City, Kan. 

April 11-15. American College of Physicians course on 
clinical electrocardiography, Wayne University 
College of Medicine, Detroit. 

April 12-14. Indiana chapter, seventh annual scientific 
session, Antlers Hotel, indianapolis. 

April 14-15. Kansas University Medical Center, course 
on gastroenterology, Kansas City, Kan. 

April 16—17.West Virginia chapter, third annual meeting, 
Hotel Daniel Boone, Charleston. 
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CONVER 


for efficient absorption 


When your geriatric, dyspeptic, under- 
weight, or gallbladder patient doesn’t re- 
spond to diet, the cause is frequently an 
inability to utilize food. 


CONVERTIN furnishes the dietary catalysts 
necessary for efficient absorption in these 
individuals. 


The specially layered construction of 


CONVERTIN provides selective release of in- - 


gredients to assure efficient absorption in 
the stomach and small intestine. 


Each Convertin Tablet provides: 
a sugar-coated outer layer of: 


Betaine Hydrochloride 130.0 mg. 
(Provides 5 minims Diluted Hydrochloric Acid U.S.P.) 
Oleoresin Ginger 1/600 gr. 
Surrounding an enteric-coated core of: 
Pancreatin 62.5 mg. 
(Equiv. 250 mg. U.S.P.) 
Desoxycholic Acid 50.0 mg. 


DOSAGE: One or two tablets with or just after 
meals. 


SUPPLIED: In bottles of 84 and 500 tablets. 


B. F. ASCHER & COMPANY, INC. 
Ethical Medicinals 
KANSAS CITY, MISSOURI 
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Pharmaceutical Giants Weren't Always Big 


Dear Sir: 

A number of detail men have been contacting me lately 
representing drug companies I never heard of before, try- 
ing to sell me drugs and injectables far below the prices 
of the well-known companies. Naturally I don’t want to 
pass up a good deal—but I don’t want to cheat my pa- 
tients, either. These products have no guarantees, no 
Council acceptance, no apparent standards except the 
salesman’s assurances and what is written on the label. 
Thave neither time nor facilities to check them or do any 
laboratory testing. How can we protect ourselves against 
possible “‘fly-by-night”’ operations, and how can they sell 
at such lower prices ? 

J. H. Barneser, Jr., M.D. Corsicana, Texas 
AcaDEMY MEMBER BaRNEBEE is not alone in this prob- 
lem—every physician, particularly in the smaller com- 
munities, wonders whether he should do business with 
representatives of unknown companies. We would 
welcome, and pass on to him, suggestions from other 
teaders who have found a satisfactory solution. 

Certainly there is no stigma in smallness or un- 
known-ness, per se. Every present-day pharmaceutical 
giant was small and unknown once. But we must recog- 
nize that they got big by consistently producing prod- 
ucts of the highest quality, by constantly searching for 
ways of making those products safer and better, and 
by adhering to rigid ethical standards in their relations 
with physicians, pharmacists and the public. They 
have earned the confidence you repose in them. 

Generally, the unknown company can sell for less 
because it frequently does not actually produce the 
product it sells and usually has no heavy investment in 
expensive research facilities and high salaried scien- 
tists. It is certainly not our desire to disparage free 
enterprise as typified in the small producer with the 
courage to fight for a place in the sun. However, when 
the product involved is a pharmaceutical upon which 
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Editorials 


may hinge the health, or even the life, of a human 
being, we feel the physician has an obligation to re- 
quire every assurance of purity and effectiveness. All 
other factors being equal, the larger manufacturer, 
with vastly greater facilities and an established reputa- 
tion, is frequently better able to give that assurance. 

The somewhat higher price of some of his products 
represents a reasonable proportional write-off of the 
hundreds of thousands of dollars he invested in creat- 
ing them and making them available to you. 


Cancer of the Breast 


IN SPITE OF THE EMPHASIS which is currently being 
placed upon varying and improved methods of treat- 
ment for cancer of the breast, the fact remains that the 
most important factors in the control of this distressing 
disease are early recognition and prompt surgical 
treatment. We read of controversies between advocates 
of radical operations and sponsors of radiation therapy 
or simple surgery plus radiation therapy. Expansion of 
the classical, radical mastectomy to include resection 
of the internal mammary and supraclavicular lymph 
nodes has been recommended. Radiologists former- 
ly reluctant to claim complete eradication of breast 
cancer by roentgen therapy alone, now, with better 
penetration, believe that this can be accomplished. By 
focusing medical attention upon these variations of 
treatment, the importance of early recognition of the 
disease and of the institution of treatment has un- 
justly been overshadowed. 

Delay in treatment of cancer of the breast, while 
occasionally due to the patient’s reticence to consult a 
physician, is more often due to failure of the physician 
to make an early diagnosis of breast cancer and to act 
upon it promptly. Cancer societies have so impressed 
the public with the necessity for early recognition that 
usually even small lumps are found quickly and are 
brought to the attention of a physician. Too often such 
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lesions are “watched” for months at a time, without 
biopsy, are treated by aspiration or are disregarded 
entirely. The fact that several lumps occur in both 
breasts of a patient is no proof that one of them is not 
malignant. 

Then there are the “‘unusual” cases usually seen too 
late for cure—cases of carcinoma persisting in the 
walls of cysts treated by aspiration alone—cases of 
cancer evidenced by only minor changes in consistency 
of the breast, treated by antibiotics or by reassurance— 
patients with nodular, old biopsy scars containing 
cancer, written off as postoperative fibrosis without 
pathologic examination. 

Granting that the problem is not always easy, that 
multiple breast nodules cannot always be removed. 
that the art is long, decision difficult and error human, 
the results of neglect in this disease are so tragic that 
delay in diagnosis and treatment by physicians can 
never be condoned. 


Ingredients of Successful Research 


WHEN THE NEW BUILDING of the Johns Hopkins Applied 
Physics Laboratory was dedicated last October at 
Silver Spring, Maryland, Lee A. DuBridge told what 
makes research efforts “‘click.”” He noted that research 
success depends upon good ideas, that you can’t 
manufacture or buy ideas, that they arise unpre- 
dictably in the brains of individuals. However, he be- 
lieves that the probability of new ideas arising can be 
increased by these simple rules: 

1, Find some well-trained people who have been 
successful in getting ideas in the past. 

2. Give them full information about the nature and 
importance of the problem being tackled. 

3. Keep them in close touch with one another and 
with others engaged in similar work in a way to allow 
the maximum interchange of ideas. (Out of such inter- 
change and stimulation, new ideas are frequently 
born.) 

4. Provide these people with the facilities and help 
they need in developing and testing their ideas. 

5. Keep the environment, the atmosphere and the 
administrative arrangements such that there is the 
maximum stimulation to imaginative thought processes 
and the minimum of inierruption and frustration. 

These rules were published in Science for December 
31. 1954, under the title “Science and National Se- 
curity.” Although they were directed by DuBridge 
particularly to research in weapons, they apply as 
readily to medical research. 

Even more pertinent to the experience of physicians 
are DuBridge’s thoughts on what it takes to make these 
rules work. He pointed out that they are not very 
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specific, and added, ‘“They do not tell how to fiiid the 
right people, just how they are to be thrown toyether, 
what facilities they will need, or just what arrange- 
ments provide maximum stimulation and minimum 
frustration.” 

The solution of these “subtle and difficult prob- 
lems,” in his opinion, “depends on the ability, the 
intuition, the adaptability, the imagination of rela- 
tively few people, possibly of only one person, in each 
organization. One person who can judge people, who 
can sense the spirit of the group, who can anticipate 
difficulties and avoid them, who can stimulate en- 
thusiasm can make a successful team under almost 
any circumstances.” 

Obviously then, in research as in any other produc- 
tive effort, success demands two mutually interde- 
pendent ingredients—the right workers and the right 
leaders. In the United States today, fears are being 
expressed that there is danger of a shortage of scien- 
tists of all kinds. If that danger should be realized, the 
effect on research could be disastrous because, of all 
scientists available, only a small proportion are likely 
to be the “right” workers and the “‘right”’ leaders. 


Goitrogenic Effect of Cobalt 


IN RECENT YEARS, the stimulating effect of cobalt chloride 
on erythrocyte production has been widely pro- 
claimed. Clinical use of this salt was an outgrowth 
of animal experiments showing that cobalt causes in- 
creased erythropoiesis in conditions in which other 
therapy is ineffective—notably anemia associated with 
tissue necrosis. Thus cobalt has been tried particularly 
for human anemias that are not benefited by other 
hematopoietic stimulants. Good results have been 
reported in the anemia associated with chronic in- 
fection, the anemia of chronic renal insufficiency and 
sickle cell anemia. 

As might have been expected, the good effect of 
cobalt in these refractory anemias led to trials of the 
drug in other types of anemia. For example, a mixture 
of cobalt and iron has been tested for superiority over 
iron alone in the treatment of simple iron deficiency 
anemia. Here the need for cobalt was less urgent be- 
cause iron alone was known to be effective. However, 
some reports have suggested that the combination 
does indeed produce better results than simple ferrous 
sulfate. 

As a consequence of these various reports, drug 
manufacturers have widely advertised a mixtu 
cobalt and iron for treatment of “the comme 
of anemia.” The implication has been that wherever 
iron is good, the mixture is better. 


Of course, such advertising hasbeen based on the 
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thought that therapeutic doses of cobalt are nontoxic 
to humans. And, indeed, clinical studies heretofore 
have amply substantiated that thought. Therefore, it 
is disturbing to read in the Journal of the American 
Medical Association for January 8, 1955, that cobaltous 
chloride may not be so innocuous after all. 

The report in question concerned the apparent 
goitrogenic effect of cobalt in five patients. Four of 
them were children under treatment for sickle cell 
anemia. The fifth patient was an adult having chronic 
renal insufficiency. They had been receiving large 
doses of cobalt (2.8 mg. to 3.9 mg. per kilogram per 
day) for three months to seven and one-half months 
when goiters developed. The thyroid gland showed 
cellular hyperplasia, and there was evidence of de- 
pressed thyroid function in the patients in whom that 
aspect of the problem was appraised. In one instance, 
there was frank myxedema that required hospitaliza- 
tion. In another instance, the character of the goiter 
led to surgical exploration on suspicion of thyroid 
carcinoma. The thyroid hyperplasia and the evidence 
of hypothyroidism disappeared within a few weeks 
after cobalt administration was stopped. 

The authors of this report—Kriss, Carnes and 
Gross of San Francisco—think it probable that the 
goitrogenic effect of cobalt is a function of dosage. 
However, data are insufficient to permit analysis of 
this factor. Pending further investigation of the prob- 
lem, it is wise to accept the authors’ conclusion: “The 
indiscriminate use of cobalt, especially in infants and 


children, should be avoided.” 


Delay in Diagnosis of Endocarditis 


For VARIOUS REASONS, delay in the diagnosis-of sub- 
acute bacterial endocarditis may be costly 40 patients. 
It may result in a longer, more expensive illness, in a 
worsening of the aftermaths that foHow healing of the 
endocarditis, or even in deat et this is a disease 
that plays cruel tricks on gvén the most astute diag- 
nosticians. 

In the first place, thé insidiousness of onset of symp- 
toms may be a fgefor in delay. It is likely to make the 
patient put offseeing a physician. And even when the 
patient do€és seek medical advice, the physician may 
hot recognize the need for considering endocarditis. 

uis stage, this factor merges with the next to be 
considered. 

Secondly, diagnosis may be postponed because 
blood cultures are not ordered. Usually this is because 
the patient’s clinical picture somehow falls short of the 
minimum findings necessary to arouse suspicion. In 
order to overcome such delays, a number of writers 
have emphasized the diagnostic importance of such 
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combinations as fever and anemia, fever and a murmur, 
or anemia and a murmur. Thus, any of these combina- 
tions should indicate the need for blood cultures even 
when other signs of endocarditis are lacking. 

In another way, the physician may fail to consider 
endocarditis because one sign of the disease has be- 
come so dominant as to seem a disease unto itself. The 
most common example of this sort is cerebral apoplexy 
resulting from embolism. So many strokes are due to 
intrinsic disease of the cerebral vessels that it is easy 
to forget the possibility of embolism. Another example, 
less common than it was years ago, is renal insuf- 
ficiency resulting from diffuse glomerulonephritis. 
Perhaps the tendency to overlook endocarditis in such 
cases can be diminished by devising diagnostic com- 
binations like those previously mentioned. For ex- 
ample, one might list apoplexy and fever, apoplexy 
and murmur, apoplexy and anemia, etc. 

Sometimes, blood cultures are not obtained simply 
because the patient is an older person, and physicians 
seem unable to get used to the idea of bacterial endo- 
carditis in older people. Or the delay may be a result 
of quieting of the signs of infection because of empirical 
administration of a chemotherapeutic agent. 

Thirdly, the diagnosis may be delayed because, in 6 
to 10 per cent of cases, blood cultures are reported: 
“no growth.” This can happen because the organisms 
do not thrive under conditions of routine blood culture 
or because the disease is temporarily in a “‘bacteria- 
free” phase. More often, however, it is a consequence 
of premature prescription of an antibiotic by a well- 
meaning physician who believes antibiotics are a part 
of symptomatic treatment. 

A couple of decades ago, delays in the diagnosis of 
bacterial endocarditis had little practical importance. 
An early diagnosis gave the physician a certain aca- 
demic glow but, as far as the patient was concerned, 
the results were about the same as for the subject of a 
sparkling discussion at a clinicopathologic conference. 
So this was an easy disease on the physician’s con- 
science. Not so today. Diagnosis now opens the way to 
specific treatment. Early diagnosis may make the 
difference between life and death or invalidism. 


Uncle Wilfred 


Uncte Wirrrep has invented a new cigarette holder 
which, though it has not yet received the endorsement 
of Alton Ochsner, promises to be a tremendous suc- 
cess. It includes a removable chamber through which 
the smoke passes on its way from the cigarette to the 
smoker’s lungs. In the chamber he places a mouse. 
When the mouse develops cancer he takes it out, 
throws it away, and puts in a new one. 
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Should Doctors Be Lazy? 


In THE Annals of Internal Medicine for November, 1954, 
Rusk and Benton reported on the relation of activity 
and occupation to coronary heart disease. The authors 
compared morbidity and mortality statistics of coron- 
ary artery disease in various occupational groups. 
They found a higher incidence of nonfatal coronary 
syndromes among “active” workers than among “‘sed- 
entary” workers. On the other hand, the total inci- 
dence of coronary artery disease was lower among 
“active” workers, and rapidly fatal coronary syn- 
dromes were significantly more prevalent among those 
engaged in “sedentary” occupations. 

The figures suggest that hard work is one preventive 
for the serious effects of coronary arteriosclerosis. But, 
doctor, before you use this as an excuse for increasing 
your work load, consider what Rusk and Benton re- 
ported about physicians. In the practice of medicine 
it seems things are different. Thus data from insurance 
companies show that coronary artery heart disease is 
about twice as prevalent among full-time general prac- 
titioners as in full-time consultants or specialists, and 
public health officials. The authors drew a lesson from 
their statistics—* . . . it would appear that except for 
the general medical practitioner the old adage, ‘Hard 
work never killed anybody,’ seems to have some objec- 
tive basis in fact...” 

At first glance, it would appear that general practi- 
tioners have a wonderful excuse for laziness (if only it 
were practical). But the fact is that there are probably 
other factors than “activity” in the etiology of physi- 
cians’ coronary artery disease. Compared to “consul- 
tants or specialists, and public health officials,” general 
practitioners do indeed work harder. They probably 


worry harder too—a factor that’s hard to quantitate. 


Myocarditis 


AT ONE PERIOD in clinical practice, the diagnosis “myo- 
carditis” was widely used, mainly as a cloak for igno- 
rance. Not long after identification of the clinical syn- 
dromes of coronary artery sclerosis and of hyperten- 
sive cardiovascular disease, physicians realized that 
they had duped themselves about the prevalence of 
myocarditis. So, 15 or 20 years ago. it became dis- 
tinctly unfashionable to record a diagnosis of myo- 
carditis in any cardiac case except in association with 
diphtheria or rheumatic fever. Indeed. one textbook of 
medicine in that era did not have myocarditis in its 
index, and contained scant reference to the subject. 
More recently, however. myocarditis has come back 
into medical thinking. This has resulted chiefly from 
more widespread use of electrocardiography and from 
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comprehensive clinicopathologic studies (notably those 
of Saphir). In a review of the subject in Circulation for 
November, 1954, de la Chapelle and Kossmani: con- 
firmed that myocarditis is not uncommon at posi-mor- 
tem examination. Their own experience was concerned 
with 1,250 consecutive autopsies at Bellevue Hospital 
during 1951 and 1952. Since very few patients with 
communicable diseases are admitted to Bellevue, the 
authors rounded out the experience by reviewing 1,000 
consecutive autopsies at Willard Parker Hospital (a 
municipal hospital for communicable diseases). 

In the 2,250 autopsies, there were 120 instances of 
myocarditis, attributable to a large variety of causes. 
This gave an incidence of about 5 per cent. The authors 
opined that this figure was somewhat lower than might 
have resulted if multiple sections of the myocardium 
had been examined histologically. 

Myocarditis was not diagnosed clinically in the ma- 
jority of the cases. This fact is not surprising in view 
of the unsubstantial basis upon which the diagnosis 
must be considered in many cases. With the excep- 
tion of rheumatic fever, diphtheria, bacterial endocar- 
ditis and possibly poliomyelitis—conditions in which a 
diagnosis of myocarditis may be inferred—there is often 
little to suggest myocardial involvement to the clini- 
cian. Even when the presence of cardiac disease is ob- 
vious because of cardiomegaly or heart failure, there 
are not likely to be symptoms or signs that point dis- 
tinctly to myocarditis as the basic pathologic change. 

Of greater interest in a practical way, one-third of 
the cases reported by de la Chappelle and Kossmann 
were due to rheumatic fever. dipththeria and bacterial 
endocarditis. All three of these diseases are prevent- 
able in large measure by the proper application of exist- 
ing knowledge. Moreover, if current experiments with 
vaccine against poliomyelitis are rewarding, almost one- 


half of the cases in the series would have been in the 


“preventable” category. Maybe it will be possible to 
make myocarditis nearly as rare as it was thought to 


be 15 or 20 years ago. 


Teamwork in the Care of the Chronically Ill 


Tue care of the chronically ill is becoming an increas- 
ingly serious and important problem, not only for 
physicians but also for many auxiliary health workers, 
and for welfare, community and state agencies. Par- 
ticularly important is the developing opportunity of 
utilizing advances in clinical psychology in the care of 
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the chronically ill. This was well emphasized by Dr. 
Howard Rusk in the program proposed for rehabilita- 
tion clinics as suggested by the reports of the Baruch 
Committee on Physical Medicine. 

A recent conference, sponsored by the Josiah Macy, 
Jr., Foundation of New York City, and the University 
of Texas Medical Branch, Galveston, considered in 
detail various aspects of medical and psychological 
team work in the care of the chronically ill. The dis- 
cussion entered the following specific areas of interest : 
(1) the care and treatment of the chronically ill; (2) 
psychological problems of the chronically ill; (3) 
problems of teamwork in the care of the chronically ill ; 
(4) problems in teaching and training medical and 
psychological personnel for the care of the chronically 
ill; (5) problems of interdisciplinary research in the 
care of the chronically ill and (6) communication in 
teamwork for the chronically ill. The synthesis of the 
various points of view into one general program was 
attempted by general discussion. 

Specific recommendations were considered by three 
study groups, which were organized on the second 
day of the conference. One of these study groups pro- 
posed more effective rehabilitation efforts in every 
community with psychological aid. It also suggested 
that facilities for the care of the chronically ill should 
be centrally located in order that the chronically ill 
patients and those who take care of them need not feel 
rejected by being in an institution far out in the coun- 
try where all may readily and conveniently be forgot- 
ten. This group also urged that rehabilitation councils 
be established in communities in order to devise local 
programs for satisfactory care of the chronically ill. 

Another group considered programs for teaching 
and training the personnel needed in a medical-psy- 
chological team for care of the chronically ill. The 
complexity of research in regard to the proposed 
teamwork was well explored by a third study group. 
In all instances there seems to have been full apprecia- 
tion of the many psychological and unconscious neu- 
totic factors that might provide resistances and bar- 
tiers to effective teamwork or to satisfactory com- 
munication between professional personnel, and the 
chronically ill patient. On the other hand, various sug- 
gestions were made for promoting more healthful and 
wholesome adaptations to the conditions of chronic 
illness, with various proposals for effective methods of 
psychological support for chronically ill patients. 

In addition to the rather obvious subjects for specific 
consideration, there was also discussion of the influ- 
ence of natural surroundings in treating chronic ill- 
ness, a significant commentary on devaluation in 
chronic illness, a similar broad consideration of chronic 
loneliness and anxiety in chronic illness, and a dis- 
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cussion on the inevitable period of mourning in the 
early stages of chronic disease. An attempt was made 
to devise methods of preventing focusing of frustration 
in chronic illness. A wholesome point of view was 
offered in regard to the broad training of the general 
practitioner to act effectively as a one-man team, capa- 
ble of handling the psychological difficulties as well as 
the medical problem of chronically ill patients. There 
was technical discussion of differentiation and integra- 
tion in teamwork, and there was considerable healthy 
criticism of the general concept of team activity. Em- 
phasis was placed on the modern medical curriculum 
as aiming toward total care for the sick people. Much 
specific detail was offered in a training program for 
medical and psychological personnel in regard to 
preparation for rehabilitation efforts with the chron- 
ically ill. 

The scientific challenge in chronic illness was ex- 
plored both from the standpoint of psychology and 
from the basis of definitive medical care. Much em- 
phasis was placed upon the part to be played by the 
chronically ill patient and groups of such patients in 
the study and management of chronic illness. Finally 
there was significant discussion on various aspects of 
communication between psychologists, internists and 
psychiatrists in regard to chronically ill patients, con- 
cluding with an important consideration of semantic 
disciplines in planning a medical and psychological 
program for the chronically ill. 

It was the consensus of the conferees that further 
discussions on medical and psychological teamwork in 
the care of the chronically ill should be held. These 
future sessions might be extended to include represen- 
tation from nursing, social service, physical therapy, 
occupational therapy, pastoral guidance and hospital 
administration. Such future conferences might be able 
to develop specific programs for training, research 
and actual practice in medico-psychological teamwork 
on behalf of the chronically ill. 

The general problem of care of the chronically ill is 
particularly important for general practitioners. Much 
can be done for the chronically ill in their own homes, 
if skillful guidance is available from general practi- 
tioners. It may be, as one of the conferees indicated, 
that the general practitioner is the best sort of a one- 
man team for the best kind of medical and psychologi- 
cal care for chronically ill persons. With helpful stimu- 
lus of family interest, the home care of chronically ill 
people may be wisely promoted by general practition- 
ers with great economic saving, and probably with great 
advantage both for the chronically ill patients and for 
the members of the family responsible for them.— 
Cuauncey D. Leake, pH.p., Executive Director, Uni- 
versity of Texas Medical Branch, Galveston. 


l 
> 
} 
| 
| 
) 
] 


1. 7) 
2. A; 
3. Ti 
to 30° 
GP 


SEES 


When the body temperature is lowered to 26° C., 
the heart can be temporarily excluded from the circulation. 
Thus, within a limit of 15 minutes, the heart can be opened 


for repairs under direct vision. 


The Use of Hypothermia in Cardiac Surgery 


BY JOHN O. NESTOR, M.D., BERNARD J. WALSH, M.D., 
EDGAR W. DAVIS, M.D. AND CHARLES E. FIERST, M.D. 
The Children’s Hospital, Washington, D. C. 


AT THE PRESENT TIME there are several techniques for 
closed or indirect intracardiac surgery in which ma- 
neuvers within the heart are done blindly, the surgeon 
being guided only by the feel of the instrument or the 
palpating finger. Examples of the nonvisual approach 
in cardiac surgery include commissurotomy for severe 
mitral stenosis by means of finger fracture or special 
knife, and incision of stenotic pulmonary or aortic 
valves by valvulotomes inserted through the heart 
walls. These procedures, though not ideal, are quite 
Satisfactory for the partial relief of these conditions. 
However, in large congenital defects of the auricular 
or ventricular septum it is only by the development of 
@ surgical technique which permits opening the heart 
and closure of the defect under direct vision that we 
can expect to benefit the patients having such defects. 
Certain patients who have in addition to a ventricular 


t SENDS TO ILLUSTRATIONS ON OPPOSITE PAGE: 


\. The patient is anesthetized and an endotracheal tube is inserted. 
2. An oscillograph monitors the procedure. 


8. The patient is immersed in a tub of ice water, body temperature 


30° C.. surgery begins. 
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septal defect, narrowing of the outflow tract of the 
right ventricle either at the infundibulum or pulmo- 
nary valve, and a dextroposed aorta overriding the 
septal defect would be better treated by removal of 
the infundibular or valvular obstruction under direct 
vision than by the creation of an aortopulmonary 
shunt. This last group, all of whom are cyanotic, is 
classed under the heading of tetralogy of Fallot. 


Use of Pumps 


The first method suggested to improve upon these 
techniques was the construction of a mechanical heart 
—a pump to furnish the driving force for blood in 
association with an oxygenator which might be the 
patient’s lungs, a homologous lung or a mechanical 
device. It was thought the mechanical heart would 
make possible the temporary removal of the heart from 
the circulation for a period long enough to permit 
intracardiac surgery under direct vision. The technical 
difficulties associated with the manufacture and use of 
such an extracorporeal heart have been of such great 
magnitude as to make this appear an impractical de- 
vice at this time. 

A very recent and promising approach to direct 
surgery of the open heart has come about through the 
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work of Lillehei and his associates at the University of 
Minnesota. This group has used the heart and circu- 


lation of a normal individual connected to the patient - 


by peripheral artery-to-vein hook-up with a simple 
mechanical pump interposed between the patient and 
the normal individual. This has permitted the isolation 
of the patient’s heart in a bloodless field and the 
successful repair of intracardiac defects in several 
patients. 


Hypothermia 


Another approach, largely developed by Swan and 
his group at the University of Colorado, which has 
been employed more often than any other method, 
permits the opening of the heart and the repair of 
cardiac defects under direct vision. This is based on 
the knowledge that cooling of the body lowers the 
metabolic rate, reduces the demand for oxygen by 
the tissues and simultaneously enables the blood to 
carry more oxygen both in physical solution and as 
oxyhemoglobin. 

In fact, the oxygen requirement at 20° C. is only 
about one-fifth that at the normal temperature of 37° C. 
This is particularly important in those with cyanotic 
congenital heart disease. 

Rather extensive experimental and clinical evidence 
indicates that hypothermia permits such surgery with- 
out extensive risk. For 150 years data have been 
accumulated on the effects of hypothermia, chiefly 
from animal experiments, but occasionally from ex- 
periments on human beings such as those reported in 
1940 by Smith and Fay on patients with far-advanced 
malignant disease, and those which were performed 
by the Nazis on concentration camp inmates during 
World War II. 

Method. The patient is anesthetized in the usual 
fashion, after which an endotracheal tube is inserted 
and connected to a closed anesthesia system to permit 
complete control of respiration by the anesthesiologist 
(Figure 1). The electrocardiographic electrodes are 
attached to the extremities and an oscillograph is 
plugged into the electrocardiograph (Figure 2). The 
bulb of a regular commercial deep-freeze thermometer 
is inserted into the rectum. 

The patient is then immersed in a tub of ice water 
at from 2° C. to 12° C., with only the head and neck 
protruding (Figure 3). From this moment on the anes- 
thesiologist produces controlled hyperventilation to 
prevent acidosis and the cardiologist watches the elec- 
trocardiogram for the appearance of arrhythmias or 


cardiac arrest. A surgeon stands by completely pre- 
pared immediately to open the chest and institute ap- 
propriate treatment in the event of ventricular filyrilla- 
tion or cardiac arrest. 

When the temperature sinks to 30° C. the patient 
is lifted out of the ice water onto the operating. table 
and placed on a rubber mattress through which water 
of controlled temperature can be circulated to reyulate 
the temperature of the patient. Ordinarily there is an 
after-drop of approximately 4° C. before the rectal 
temperature stabilizes at about 26° C. which is con- 
sidered the optimum for surgery. The heart rate is 
usually about 40 a minute, and the anesthesiologist 
maintains the respiratory rate between 40 and 60 a 
minute. The patient receives only 100 per cent oxygen, 
since anesthesia from the cold alone is adequate at 
this level. 

The surgeon then makes a bilateral transverse ster- 
nal intercostal incision in the fourth interspace since 
it is essential that all sides of the heart, the venae 
cavae, the ascending aorta, the pulmonary artery and 
the lung roots be reached. Inflow of blood into the 
heart is stopped by occluding the venae cavae, and 
about a minute is allowed for the heart to empty itself 
and the pulmonary circuit as completely as possible. 
A noncrushing clamp is placed across the base of the 
pulmonary artery and aorta in a position deliberately 
to occlude the orifices of the coronary arteries. The 
slowly beating heart is then opened to allow the re- 
sidual blood to escape. The operative procedure is 
performed within a maximum time limit of 15 minutes 
under direct vision. Just before the incision in the heart 
is closed, the chest cavity is rapidly flooded with 
Ringer’s solution until the entire heart is submerged. 
As the heart beats, the air escapes through the incision 
leaving its chambers filled with the solution. A second 
noncrushing clamp is then applied to the cardiotomy 
incision, closing the heart. The clamp across the pul- 
monary artery, aorta and coronary orifices is now re- 
moved. 

The superior vena cava is released first and then 
after about a minute the inferior vena cava is released 
and total circulation through the heart is resumed. 
The cardiotomy wound is then closed and the chest 
wall closed in the usual fashion. 

The patient is then lifted from the operating table 
and immersed in a tub of hot water at 45° C. The 
rectal temperature slowly rises to 36° C. at which point 
the patient is taken from the tub and returned to his 
bed, where the rectal temperature slowly returns to 
normal during the next few hours. 
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There is great variation in the experience and ability 


of general physicians in diagnosis and treatment of skin disorders. 
The principles of responsibilities set forth here cannot cover 

all possible variations. For dermatoses that he will treat personally, 
the general physician should use a simple basic formulary. 

New remedies should not be added to the list until their value 

has been thoroughly assayed. 


The Responsibility of the General Physician 


in Dermatologic Disorders 


BY ALFRED L. WEINER, M.D. 
University of Cincinnati + College of Medicine, Cincinnati 


SINCE DERMATOLOGIC disorders are estimated to con- 
stitute 10 to 15 per cent of all medical complaints, 
a substantial portion of the practitioner’s effort and 
time is necessarily devoted to these diseases. Usually, 
his undergraduate instruction and experience in 
dermatology has been rather limited and his intern- 
chip or residency may fail to provide any appreciable 
additional experience. The general physician has 
therefore found it necessary to gain his workable 
knowledge of dermatology in the “hard way” of day- 
to-day experience. As a consequence, there is con- 
siderable variation in his ability to diagnose and man- 
age patients with dermatologic disorders. 

Textbooks, postgraduate courses and reports deal- 
ing with diagnosis, therapy and progress of funda- 
mental nature are available to further the practitioner’s 
diagnostic and therapeutic approach in dermatologic 
diseases. A report dealing with the broad outline of 
his responsibilities in these disorders should be of 
alue in enabling him to apply these teachings most 
tficiently. The purpose of this discussion is to outline 
the general and some of the specific details of the prac- 
litioner’s responsibilities to patients with dermatologic 
diseases. Principles of responsibility rather than those 
of diagnosis and therapy will be emphasized. 
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Table 1 shows a practical classification of cutaneous 
disorders suitable to the purpose of this report. Almost 
any dermatosis or lesion of the skin and its appendages 
can be inserted into the framework of this chart. Some 
of the practitioner’s professional obligations to pa- 
tients with diseases in each group will be considered 
and the attempt made to formulate the principles 
of these responsibilities in each classification. 


Bacterial Infections 


Among bacterial infections of the skin, there is a 
tremendous variety ranging from simple folliculitis or 
impetigo to the more complex bacterial infections such 
as tuberculosis. For the most part, the bacterial infec- 
tions encountered by the general physician are of the 
simple variety. Most of these are due to hemolytic 
staphylococci or streptococci. 

The general physician can diagnose the usual bac- 
terial infections of the skin and can effectively treat 
them with today’s vast array of topical and systemic 
antibacterials. He may need help occasionally where 
there is an unusual infection or an untoward reaction 
to therapy but for the most part, the common bac- 
terial infections present no great problem. A possible 
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The More Frequent Types 
of Dermatologic Disorders 


2 


Summary of Responsibilities in Pyogenic, 
Mycotic, Viral and Parasitic Diseases of the Skin 


1, Recognize type of infection and determine whether primary 
or secondary. 


2. “Working diagnosis” often satisfactory to initial approach. 


3. Install appropriate topical and/or systemic therapy. Anticipate 
definite curative result in most instances. 


4. Avoid “overtreatment.” 


5. Employ laboratory investigations and/or consultation where 
treatment resistance is encountered. 


6. Advise consultant of significant systemic and background factors. 


Tastes 


Summary of Responsibilities in 
Allergic Reactions of the Skin 


1. Determine whether dealing with exogenous or endogenous, acute 
or chronic process. 


2. “Working diagnosis” often satisfactory for initial approach. 
3. Install symptomatic, topical and/or systemic therapy. 
4. Defer diagnosis of industrial dermatitis except where certain. 


5. Determine etiologic agent or agents where possible and treat 
or remove causative factors. 


6. Evaluate optimal type of therapeutic result possible and over-all 
effect on the individual. 


7. Consultation and laboratory aids where resistance to treatment 
or complications occur. 


exception is infectious eczematoid dermatitis which 
can be regarded essentially as an infection with subse- 
quent development of hypersensitivity of the skin to 
the organisms. In this syndrome special experience, 
skills and modalities are often necessary to achieve 
therapeutic success. 

The availability of increasing numbers of iniproved 
and often specific topical and systemic antibiotics and 
other types of antibacterial substances in no way 
lessens the necessity of careful diagnosis and study of 
patients with bacterial skin infections. Indeed, if the 
patient is to receive the best therapy, precise diagnosis 
and study of possible systemic factors and knowledge 
of the effective bacterial range of the now large number 
of antibacterial agents is even more important than 
formerly. It is impractical and unnecessary to perform 
routine cultures in every cutaneous infection, but 
such studies are indicated in the resistant cases and 
where diagnosis as to the type of infection is not 
readily apparent. The general physician should have 
a workable knowledge of the range of the various anti- 
bacterials and know when to employ them topically, 
when systemically, and when the combined topical 
and systemic use is indicated. Recognition as to 
whether a bacterial skin infection is primary or secon- 
dary to some underlying dermatosis is always of 
great importance, and the practitioner must be alert to 
this possibility. Some of his additional responsibilities 
are summarized in Table 2. 


Viral Diseases 


Among viral infections the dermatoses most often 
encountered are herpes simplex, aphthous stomatitis, 
herpes zoster and verrucae. Molluscum contagiosum 
is also occasionally seen. The general physician has a 
particular responsibility in herpes zoster. Patients with 
this disease who do not receive sufficient anodynes in 
the acute phase are more likely to develop the dis- 
tressing complication of post-herpetic neuralgia. 
Incidentally, there is still no specific therapy for 
herpes zoster despite the claims made for various 
broad-spectrum antibiotics and other agents. 

Herpes simplex is not usually a pressing problem of 
course, but there are instances of frequent recurrences 
which become very annoying to the patient. There is 
no ready solution for preventing recurrences, but it 
may be comforting to these patients to have the con- 
sultant’s confirmation in this regard. Aphthous 
stomatitis and herpes progenitalis can be regarded as 
special varieties of herpes simplex and they may also 
be recurrent. The general physician should be able to 
readily differentiate these diseases from more signifi- 
cant ones such as venereal diseases and pemphigus. 
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Verrucae are of several types and their behavior 
with different methods of therapy is notoriously 
variable. Depending on previous experiences, the 
practitioner can often bring about eradication of ver- 
rucae by various means. Although a learned and ex- 
perienced dermatologist can occasionally be stymied 
by the seemingly simple therapeutic problem of 
verrucae, his more versatile attack is usually effective 
in resistant or extensive cases. This is expecially true 
where there are multiple vulgar or flat warts, in 
plantar warts and in condyloma acuminata. In resistant 
plantar warts the dermatologist may need the aid of 
the orthopedist in relieving “pressure points” 
through the prescribing of appropriate shoe and pos- 


ture corrections. 


Fungous and Parasitic Diseases 


The diagnosis of ringworm or fungous infection is 
very much overworked—it is too frequently applied 
to any ringed lesion or any eruption involving the 
hands or feet. I do not believe that it is necessary or 
desirable that the physician perform a culture or tissue 
examination in all suspected mycotic lesions, but he 
should be rather certain of his diagnosis before apply- 
ing fungicidal agents because these are almost always 
potentially irritating. The poor American foot is as- 
saulted by a constant barrage of proprietary and 
prescribed fungicides and other medications. In many 
instances the medications are improperly applied, and 
very often conditions other than mycotic infections 
(e.g., pompholyx or contact dermatitis) are present. 

The usual variety of dermatophytosis or tinea 
corporis can be easily managed. In the more complex 
superficial mycoses, such as tinea capitis or certain 
forms of tinea corporis or dermatophytosis, special 
modalities are needed for optimal effect. In the case of 
the deeper fungous infections, such as blastomycosis, 
where there may be systemic overtones, the general 
physician usually needs consultation. 

In the ordinary animal parasitic infestations, in- 
cluding scabies, chiggers and flea bites, the general 
physician can provide good therapy. These disorders 
are not infrequently complicated by secondary infec- 
tion or secondary dermatitis from applied medications, 
and such factors must always be reckoned with in their 
management. There are occasional unusual animal 
parasitic diseases (e.g., “grain itch”), but these are not 
Particularly in the province of this report. The venereal 
infections, too, are a separate problem and beyond the 
scope of this report. 

From the foregoing, the following summary of the 
Practitioner’s responsibilities in cutaneous infections 


is sugvested (Table 2). 
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Cutaneous Manifestations of Allergy 


With reference to cutaneous allergy—contact 
dermatitis, urticaria, atopic dermatitis, drug eruptions 
and erythema multiforme are the most common forms. 
Contact dermatitis is increasing in incidence all the 
time, possibly because of the increasing complexity of 
our environment. The diagnosis is usually not difficult, 
but running down the precise allergen often requires 
considerable experience on the part of the clinician. 
For the obvious types of contact dermatitis such as 
poison ivy, occupational contact dermatitis, dermatitis 
from applied medications and household allergens, 
the general physician is usually capable of both recog- 
nizing and treating the disease. Where the causative 
factors are not clear, he often needs help. 

When patch testing is needed to identify the causa- 
tive allergens in contact dermatitis, the physician must 
have a sound background regarding (a) the technique 
of applying the tests, (b) appropriate vehicles and 
dilutions of suspected allergens, (c) interpretation of 
tests and (d) possible untoward effects of the procedure. 

Where the question of industrial dermatitis arises, 
the practitioner should make every effort to establish 
the diagnosis before the filing of an industrial claim. 
Consultation is often necessary in such situations. 
Where nonindustrial eruptions are incorrectly inter- 
preted as industrial ones, difficulties and embarrass- 
ment in patient-employer-physician relationships may 
subsequently develop. 

Urticaria may be acute or chronic. The acute urtica- 
rias are easily managed with the numerous antiurti- 
carial agents. In the more chronic varieties, a difficult 
problem is presented for the general physician and the 
specialist alike. Many chronic urticarias are on the 
basis of focal infection, although this is sometimes diffi- 
cult to demonstrate. Many chronic urticarias remain 
obscure and persist almost indefinitely. By and large, 
the dermatologist is in a better position to evaluate 
such patients, but he too may need help from other 
specialists. 

In atopic dermatitis, there are exogenous and endo- 
genous allergic factors in operation. Some people be- 
lieve that this term is a misnomer, however, and that 
atopic dermatitis is a form of neurodermatitis. Perhaps 
a more tenable position is to state that we actually do 
not know the cause or causes of atopic dermatitis and 
that there are many unknown factors involved. In mini- 
mal eruptions of this disease, the general physician can 
often install appropriate treatment. He has learned by 
experience, however, that the complicated behavior of 
these patients is usually better suited to the care of the 
dermatologist even though the latter has more than his 
share of troubles with this difficult disease. 
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Summary of Responsibilities in Common Skin 
Diseases of Unknown or ill-Defined Etiology 


Tes Precise diagnosis ysuaily essential to determine type of therapy 
ond anticipated response to therapy. 


2. install emergency symptomatic therapy where reasonable degree 
of success can be anticipated. 


3. Evaluate response to treatment in terms of symptomatic versus 


optimal (not necessarily curative) theropy and over-all effect on the 
individual. 


4. Install emergency symptomatic therapy and recommend consulta- 
tion where process is extensive or situation complicated. 


3, Advise consultant of pertinent systemic and background factors. 


5 


Summary of Responsibilities in Benign Neoplasms, 
Precancerous Lesions, Cutaneous Malignancy, 
Cosmetic Problems 


1. Precise diagnosis essential. 


2. Make decisions as to indications for excision or destruction of 
benign lesion. 


3. Recommend (usvally) consultation in the case of precancerous 
lesions, cutaneous malignancy and lymphomas. 


4. Cosmetic problems usually the province of the “expert.” 


tasie 6 


Dermatologic Consultation !s 
(Usually) Necessary 


1. Where diagnosis has not been established, 
2. Where significant complications of disease or therapy occur. 


3. Where special treatment modalities are necessory for optimal 
therapeutic effect. 


4. In the more complex dermatologic problems such as 


Lupus erythematosus 

Atopic dermatitis 

Complex mycotic or bacterial infections _ 
Nevi, hemangiomas 
Precancer and cancer 

Cosmetic problems 
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With referencesto erythema multiforme, the yeneral 
physician who can recognize the syndrome is com. 
petent to handle it in the usual instance. There are 
more severe types such as the Stevens-Johnson syn. 
drome, where it may be advisable to have an additional 
opinion, since this form may carry a definite tlireat to 
the patient’s life. 

Drug eruptions are readily diagnosed by the prac- 
titioner except where the causative agent is being taken 
without his knowledge. There are, however, atypical 
and unusual manifestations of dermatitis medicamen- 
tosa that may give rise to problems of diagnosis. If an 
eruption thought to be dermatitis medicamentosa does 
not respond to withdrawal of the drug and symptomatic 
treatment, it is probably wise to seek consultation. 

From the above, the principles regarding the practi- 
tioner’s responsibility in allergic dermatoses have been 
summarized in Table 3. 


Common Diseases of Unknown or Ill-defined Etiology 


The diseases of unknown or ill-defined cause that 
are so frequently seen in general practice comprise a 
heterogenous group. Included are acne rosacea, sebor- 
rhea, psoriasis, pityriasis rosea, nonspecific eczematoid 
dermatitis, stasis syndrome, pompholyx, neuroderma- 
titis, essential pruritus, factitial eruptions, lichen 
planus and lupus erythematosus. 

In all of these diseases the practitioner should be 
guided by his diagnostic ability, previous experience 
in therapy and the extent and severity in the particular 
case at hand in the decision as to whether to manage 
the patient, co-manage him with the dermatologist or 
refer him for diagnosis and management. Since there 
may be no definitive therapy in some of these diseases, 
there is also another important factor that is invariably 
involved. The general physician should balance the 
over-all effect on the individual of symptomatic versus 
optimal (not necessarily curative) effect and be guided 
by this in deciding whether to manage or refer the 


patient (Table 4). 


Miscellaneous Conditions 


Congenital Malformations. Here precise diagnosis 1s 
usually essential to optimal management. This is espe- 
cially true in the case of nevi and hemangiomas. The 
general physician has the definite and important re- 
sponsibility of knowing when therapy is necessary and 
if so, whether effective therapy is available. Which nevi 
and hemangiomas should be treated or removed? At 
what age should treatment be given? Which methods 
should be employed? Is there an effective treatment 
for ichthyosis, Darier’s disease or epidermolysis bullosa? 
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What are the most desirable and effective forms of 
symptomatic therapy in these conditions? Such ques- 
tions may arise at any time in the general practice of 
medicine. The practitioner’s obvious responsibility is 
to help the patient arrive at a satisfactory answer 
through his own experience and skills or through 
those of others. 

Cutaneous Manifestations of Internal Diseases. Here 
the interpretation of the cutaneous lesion may actu- 
ally be the key to the diagnosis of the systemic disease 
(examples: lupus erythematosus, Addison’s disease). 
The practitioner’s responsibility in these situations is 
readily apparent. He must be able to make the diag- 
nosis or seek aid in order to provide proper manage- 
ment for the patient. 

Benign Neoplasms. The general physician can easily 
reach the decision regarding the necessity for removal 
or nontreatment of these lesions. He knows his own 
capabilities and limitations here better than anyone 
else. 

Malignant Neoplasms, Precancerous Lesions. The gen- 
eral physician is medicine’s most potent force in the 
field of mucocutaneous cancer and other forms of malig- 
nancy. Since most forms of cutaneous malignancy are 
completely curable even when of considerable duration 
(exception : melanoma, lymphoma), the practitioner can 
save many lives and prevent much disfiguregent and 
suffering by recognizing skin cancer and effectively 
treating it or directing these patients to physicians 
with greater experience in this field. By recognizing 
and properly treating or by referring patients with pre- 
cancerous lesions, such as senile (actinic) keratoses or 
leukoplakia, the importance of the practitioner’s role 
in the skin cancer program assumes even greater sig- 
nificance (Table 5). 

Cosmetic Problems. Such problems include disturb- 
ances of pigmentation, scars, keloids, telangiectases 
and tattoos. The general physician can treat some of 
these conditions, but more often a specialist, by virtue 
of experience and more varied therapeutic attack, is 


better equipped for these problems. After all, the 
nature of a cosmetic problem is such that only the best 
possible esthetic result can be acceptable. 


A Simple Basic Formulary 


The practitioner will enjoy more success in derma- 
tologic therapy if he develops a basic formulary con- 
sisting of only a few relatively simple topical medica- 
tions whose indications and contraindications he un- 
derstands thoroughly. 

This formulary might include (1) soothing agents 
such as Burow’s, boric acid and potassium perman- 
ganate solutions, bland “shake” lotions, bland zinc 
oxide paste and simple ointments of the vanishing and 
mildly lubricating types; (2) a few antieczematous or 
stimulating remedies of the tar, resorcin, sulfur or 
steroid hormone type; (3) topical antibacterial, anti- 
mycotic and antiparasitic substances; (4) a few oral 
and parenteral agents such as antihistamines, antibi- 
otics, sedatives and steroid hormone substances. 

The practitioner should by all means avoid falling 
into the trap of aggravating the patient’s trouble by 
applying this or that new medication (often containing 
irritating substances) which is described to him. A 
great deal of harm may be done, unintentionally, by 
“detailing” samples of topical remedies, since it is 
always a temptation for the warm-hearted physician 
to hand the patient such sample remedies in an effort 
to keep down his medical costs. 

More often than not the busy physician does not 
have the time nor the opportunity to become sufficiently 
experienced and informed about the contents and po- 
tential irritating or sensitizing influence of these new 
topical remedies. 

The basic formulary can and should be expanded in 
accordance with the development of new dermatologic 
therapies, but the practitioner should embrace them 
only after their limitations and assets have become 
firmly established by widespread usage. 


Public Health and Religious Freedom 


FreeDoo of religion is a cardinal principle of the American 
system of government, but this vested right of every citizen 
is not unlimited. Freedom of belief may be absolute, but 
freedom of action is not. 

Whenever the exercise, or alleged excercise, of the right 
of religious liberty has come in conflict with public health 
laws, medical practice acts, and parental obligations to pro- 
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vide adequate medical care to minor children, courts of last 
resort in this ountry invariably have upheld the validity of 
such public health laws . . . 

The established rule of law in the United States is that 
anyone can follow the tenets of any religion, but in the prac- 
tice of any religious belief no one can violate federal, state, 
and municipal laws and regulations properly enacted and 
reasonably enforced in the interests of the public health and 
general welfare. 


—J. A. Tobey, Am. J. Pub. Health, 44: 1293, 1954. 
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The impact of the premenstrual tension syndrome 

is socioeconomic. Personality changes may be marked. 

Suggested etiologies are: autonomic or hormonal imbalance; allergy; 
vitamin deficit; toxins; and hypoglycemia. Proponents 

of the various etiologues have their favorite treatment: 

hormones, vitamins, ganglionic blocking agents, antihistamines, 
dietary restrictions or supplements designed to correct 

electrolyte imbalance and hypoglycemia. 


Premenstrual Tension Syndrome 


BY ROBERT B. GREENBLATT, 


Department of Endocrinology, Medical College of Georgia, Augusta, Ga. 


ACCOMPANYING the cyclic occurrence of menstruation 
is a train of unpleasant symptoms that are frequently 
distressing enough to warrant medical care. The prob- 
lem of major menstrual molimina is so common that 
it should command the attention of every physician 
in general practice and particularly the physician in 
industry. Major menstrual molimina is known by 
many other names, some most descriptive, such as 
premenstrual tension, premenstrual intoxication, pre- 
menstrual syndrome and premenstrual distress. 

The syndrome should be a matter of considerable 
concern because, when evaluated from the medical 
as well as the socioeconomic aspects, the problem 
bears greatly on industrial efficiency, the national 
economy and domestic tranquility. The recognition 
and proper treatment of this syndrome may circum- 
vent the disintegration of a marital union, may in- 
crease the efficiency of women in industry (in peace 
and war) and may enhance the role women play in 
communal life. 


Symptomatology 


The symptomatology is quite variable and differs 
considerably even in the same patient from one time 
to another. Characteristic of the syndrome is that 
it starts from four to ten days before the onset of cyclic 
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menstruation and usually, though not always, stops 
abruptly with the onset of menses. The complaints 
most commonly encountered are: 

1) Nervousness, irascibility, emotional instability 

2) Moodiness and depression 

3) Irritability, constant frenzy and fretfulness, in- 
somnia 

4) Headaches and fatigability 

5) Breast turgidity and abdominal bloating 

6) Premenstrual edema 

7) Nausea and gastrointestinal upsets 

8) Urticaria, dermatoses, aphthous ulcers 

9) Antisocial behavior 

10) Psychosexual aberrations 

The alteration in personality in some women during 
this brief period may be such as to cause havoc in 
their social relationships and in their domestic lives. 
Bickers aptly described this period when he wrote, 
“the bleeding phase of the menstrual cycle rarely 
appears unannounced.” 


Etiology 


There is no agreement concerning the causes of 
the premenstrual syndrome. One idea which finds 
general acceptance is that menstrual molimina occurs 
as a forerunner of ovulatory menstruation and is not 
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associated with anovulatory menses. Implicated in the 
etiology of the syndrome are the following factors: 

1) Autonomic nervous system imbalance 

2) Increase in antidiuretic hormone 

3) Menstrual toxins 

4) Hypoglycemia 

5) Allergic reactions to ovarian hormones 

6) Increased estrogen activity 

7) Decreased progesterone activity 

8) Vitamin deficiency 

The imbalance of the autonomic nervous system 
may be responsible for the nervous and mental symp- 
toms. How and why the imbalance occurs is purely 
conjectural. 

Fluid retention (and retention of electrolytes) is 
conceivably one of the possibilities, particularly when 
the syndrome is associated with premenstrual edema. 
Whether this syndrome results from the salt retention, 
or whether it is caused by an independent mechanism 
due to increase in antidiuretic hormone as postulated 
by Thomas, is not known. The presence of menstrual 
toxins, as claimed by Macht and by the Smiths is a 
fascinating theory but has found few adherents. The 
possibility of allergic reactions to ovarian hormones 
finds support in the occasional occurrence of premen- 
strual dermatoses, urticarial reactions, angioneurotic 
edema, herpetic and aphthous lesions. Many of these 
allergic manifestations respond to antihistamines, 
ACTH or progesterone therapy. 

In some instances there is increased cornification 
of vaginal epithelium—a finding consistent with the 
hyperestrogenism theory of Frank. This leads one to 
look more thoroughly into the idea that faulty proges- 
terone activity is the salient factor. Israel has long 
believed this; however, aside from the evidence occa- 
sionally afforded by vaginal cytology studies, no cor- 
toboration is found in the study of endometrial biop- 
sies, or in pregnanediol excretion studies. The most 
exciting contribution (and this needs corroboration) 
is that of Morton, who found a tendency to hypo- 
glycemia in many of his patients. Morton ascribes the 
craving for sweets, the trembling of hand (the “‘shakes”’), 
the weakness and the fatigue, to hypoglycemia. 

Poor liver function, caused by inadequate intake 
of vitamin-B complex, interferes with conjugation and 
detoxification of estrogens according to the Biskinds. 


Therapeutic Procedures 
ESTROGENS 


Treatment varies, and is often contradictory. For 
instance, estrogens have been indicted because of the 
evidence of “unopposed estrogens,” or because the hy- 
perestrogenism may cause retention of sodium and 
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fluids. Nevertheless, estradiol and stilbestrol have been 
effectively used. In my hands, complex estrogens 
such as estradiol seemed to aggravate the syndrome, 
but simple estrogens, such as estriol, helped to amel- 
iorate the condition. 


PROGESTERONE 


Progesterone was first advocated by Israel in the 
treatment of premenstrual tension. It was thought to 
fortify the inadequate progesterone activity. Perhaps 
the added progesterone made possible the further 
breakdown of complex estrogens such as estradiol to 
simpler estrogens. Confirmation of the usefulness of 
progesterone has been given by Gray, by Greenblatt, 
and many others. The mode of action is not clear. 
Progesterone may induce symptoms of tension if ad- 
ministered in large doses during the first half of the 
cycle. Tension is not infrequently experienced by the 
amenorrheic patient during the period in which 
progesterone is administered for the induction of 
bleeding. 

There is no real evidence in favor of a progesterone 
deficiency. Neither Bickers nor Greenblatt has been 
able to corroborate the findings of inadequate pro- 
gestational activity of the endometrium with any de- 
gree of consistency in patients with this syndrome. 
Hormonal studies thus far have not corroborated the 
theory of inadequate progesterone activity. Hamblen 
reported on one case of severe premenstrual tension 
syndrome with dermatoses who had excess preg- 
nanediol excretion in the urine. 


ANDROGENS 


Some years ago, Greenblatt employed testosterone 
propionate in the management of two women with 
major menstrual molimina with hypermenorrhea. The 
use of testosterone propionate was purely empiric, 
and mainly to arrest the excessive blood loss with the 
onset of menses. 

In 1940 Greenblatt wrote: “The syndrome of hyper- 
menorrhea with its precursive major menstrual moli- 
mina is clear cut and distressing enough to warrant 
recognition and consideration. The alleviation of this 
syndrome by testosterone propionate therapy is fre- 
quently so striking as to merit this report.” 

Although it is well known that testosterone increases 
salt and water retention and should exacerbate or 
aggravate the condition, nevertheless, it has been 
found most beneficial. 

Freed not only found testosterone helpful, but felt 
that*‘methyltestosterone administration (10 mg. doses) 
once daily from 10 to 7 days before the onset of 
menses the surest and most convenient therapeutic 
agent for the relief of this condition.” 
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VITAMIN DEFICIENCY 


The Biskinds maintained that premenstrual tension 
is encountered in patients who have a vitamin-B defi- 
ciency. This deficiency, they felt, led to impairment 
of the liver to destroy estrogens, with the resulting 
high level of estrogen circulating in the blood stream. 
The administration of vitamin-B complex was followed 
by relief of symptoms coincident, they believed, with 
increased destruction of estrogen by the liver. These 
observations have not been confirmed. In fact, cirrhotic 
patients or jaundiced patients may not exhibit the 
tension syndrome. Vitamin A in doses of 100,000 
units twice daily has been advocated recently by 
Argonz and Abinzano, who claim remarkable results. 


ELECTROLYTE IMBALANCE 


Electrolyte imbalance as a causative factor finds a 
great many advocates. Ammonium chloride has been 
used to good advantage. Greenhill and Freed first 
advocated this drug and many have corroborated its 
usefulness. A low salt diet is advised. However, many 
are not helped. In some, the edema is relieved, the 
tension remains. Bickers found Neo-Bromth of greater 
value than ammonium chloride. In experiments on 
rats we found that Neo-Bromth induced weight loss 
and increased urinary output. Clinically, we share 
Bickers’ enthusiasm for this drug in the management 
of premenstrual tension, especially where there is 
associated edema. More recently, we have employed 
Diamox to good advantage in several patients with 
premenstrual edema who failed to respond to ammoni- 
um chloride and other medications. 


AUTONOMIC IMBALANCE 


Craig has long felt that the syndrome of premen- 
strual tension is due to autonomic nervous system 
imbalance. He has employed an autonomic depressant 
drug (Bellergal) with good results. Anticholinergic 
drugs have often been used, and an anti-anticholin- 
ergic drug, Rauwolfia serpentina, has been effective 
in premenstrual tension. In some instances, reserpine 
(Serpasil) has aggravated the edema but relieved the 
tension because of its tranquilizing effects. 


HYPOGLYCEMIA 


In addition to other factors cited above, Morton be- 
lieves that hypoglycemia contributes to the premen- 
strual tension syndrome. He gave his patients supple- 
mentary feedings high in protein and limited in salt 
intake. As supplementary medication, he gave ammo- 
nium chloride to relieve water retention symptoms, 
homatropine methylbromide to lessen physical and 
nervous tension by its anticholinergic action, caffeine 
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to combat mental sluggishness and depression, and 
vitamin-B complex for its corrective effects on hy peres- 
trogenemia and hypoglycemia. We, too, have followed 
Morton’s regimen in quite a few patients and found 
the results quite satisfactory. 


Summary and Conclusions 


One fact emerges from a review of theories and 
therapeutic measures used in the treatment of major 
menstrual molimina. The syndrome is a complex one 
and many mechanisms are involved. Various modes 
of therapy can be tried. Hormonal therapy, such as 
progestins or androgens, has its role. Anticholinergic 
drugs and anti-anticholinergic drugs have their place 
in the therapeutic armamentarium. Diuretic agents 
such as ammonium chloride, Neo-Bromth or Diamox, 
are useful per se and as adjunctive therapy. 

The great number of women with premenstrual ten- 
sion syndrome may be helped in one manner or 
another. With few exceptions, no one need suffer from 
this annoying period. The simplest procedures may be 
tried first, i.e., medication for seven to ten days before 
onset of each period with one of the following : Morton’s 
regimen with Pre-Mens, two tablets t.i.d.; Neo- 
Bromth, two tablets b.i.d.; Diamox, 250 mg. t.id.; 
or reserpine, 0.25 mg. t.i.d. If these prove insufficient, 
the addition of gonadal hormones may prove helpful, 
i.e., 10 mg. progesterone given intramuscularly on the 
15th, 20th and 25th days of the cycle, or anhydrohy- 
droxyprogesterone, 10 mg. orally each day for ten 
days before onset of the period, or androgens either in 
the form of testosterone propionate intramuscularly, 
25 mg. on the 15th and 25th days of the cycle, or as 
methyltestosterone orally. 10 mg. a day for ten days 
before onset of the period. 

In private practice, no one single approach will 
suffice for all patients. Each patient will have to be 
individually evaluated. If premenstrual edema is the 
great factor then diuretics such as Neo-Bromth, Dia- 
mox, or ammonium chloride may be tried. If appre- 
hension, antisocial and behavior problems seem domi- 
nant, then a tranquilizing agent such as reserpine may 
be used. When, as so commonly occurs, many factors 
appear to be involved in the production of the symp- 
tom complex of premenstrual tension, then Morton’s 
regimen with Pre-Mens may be used to advantage. 
Where there are stigmas of endocrine dysfunction such 
as scanty menses or hypermenorrhea, progesterone 
may be tried in one case and androgens in the other. 
Frequently more than one method may be required. 


A bibliography accompanying this article is available upon re 
quest from the Editorial Office of GP. 
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What Is Pyorrhea? 


Periodontal disease is the commonest cause for loss of teeth 

by adults. Its prevention and treatment depend upon 

a cooperative effort by patient, physician and dentist. 
Pertodontoclasia is caused by local or systemic factors or both. 
There are resultant alterations of the gums 

in color, thickness, contour, consistency, texture and position. 


BY E. CHERASKIN, M.D., E. W. STROTHER, D.M.D. AND E. M. SPEED, D.M.D. 
Department of Oral Medicine, University of Alabama School of Dentistry, Birmingham, Alabama 


By DEFINITION, pyorrhea means “the running of pus.” 
Actually, this term is inadequate because it implies 
that the condition is characterized by the presence of 
pus. A more correct designation is periodontoclasia or 
periodontal disease. These connote a breakdown of 
structures surrounding the tooth. In other words, 
inflammatory and degenerative changes in the gingiva, 
the periodontal membrane, and/or the alveolar bone 
may rightfully be regardéd as evidence of periodonto- 
clasia. Generally, with the exception of loosening of the 
teeth due to bone resorption, the physician is in a 
position to observe only the superficial tissues. For 
that reason the role of the gingiva will be considered. 


Clinical Features of Normal Gingiva 


In order to appreciate the clinical characteristics of 
periodontal disease it is first necessary to learn to rec- 
ognize the normal gingival picture. The gingiva may 
be divided into three parts: the marginal or unattached 
gingiva, the attached gingiva and the interdental 
papillae (Figure 1). 

_The marginal or unattached gingiva is the free mar- 
gin which surrounds the necks of the teeth. It is clearly 
demarcated from the attached gingiva by a shallow 
linear depression. Generally, the free marginal gingiva 
is about one millimeter in height. 
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The attached gingiva is that portion which extends 
from the free marginal gingiva to the junction of the 
gingiva with the oral mucosa. The attached gingiva is 
firm and resilient and tightly bound down to the under- 
lying cementum and bone. 

The interdental papilla is that area of the gingiva 
which projects into the space between two adjacent 
teeth. When the crowns of proximal teeth are in cor- 
rect contact, the interdental papilla fills the embrasure 
between the teeth. 

The normal gingiva is characterized by a typical 
color, thickness, contour, consistency, surface texture 
and position. 

The color of the attached and marginal gingiva may 
be described as coral pink but tends to be darker in 
persons with dark complexions. The thickness of the 
normal gingiva has already been considered. Suffice it 
to say that it is thin and adheres closely to the under- 
lying bone, except in areas between the teeth where it 
projects several millimeters above the bone surface. 

Normally, the gingival contour exhibits a festooned 
appearance, with intermittent elongated prominences 
which correspond to the roots of the teeth. In the 
presence of closely spaced teeth, the interdental 
papilla is convex and highly pointed. When the teeth 
are not so closely aligned, the interdental papilla is 
somewhat blunted. 
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Figure 1. The normal gingiva. 


Figure 2. Local inflammation in the marginal gingiva of the upper 
and lower cuspid teeth. 


Figure 3. A case of gingival hyperplasia associated with pregnancy 
demonstrating enlargement of the gingiva in the region of the lower 
anterior teeth. 


Figure 4. An increase in gingival size in the region of the lower an- 
terior teeth. This enlargement differs from the preceding illustra- 
tion in that the gingival stippling is preserved. This young male 
patient suffered with grand mal epilepsy and the gingival enlarge- 
ment began after Dilantin Sodium therapy was instituted. 


Figure 5. Apostrophe-shaped indentations extending down from the 
marginal gingiva. This 28-year-old male patient first noted these 
Stillman’s clefts and two years later a diagnosis of severe diabetes 
mellitus was made. 


Figure 6. The lifesaver-like prominences about both upper lateral in- 
cisor teeth (McCall's festoons) are due to the masticatory trauma to 
which these teeth are subjected since the remaining arch is edentulous. 
Figure 7. A punched-out ulcer in the attached gingiva between the 
lower left lateral incisor and cuspid. The patient complained of 
metallic taste and severe pain. A marked fetid breath was noted 
and a diagnosis of Vincent's infection (trench mouth) established. 
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The consistency of the gingiva is described as firm, 


highly resilient and intimately bound down to the | 


subjacent bone except for the marginal portion which 
is freely movable. 

Examination of the surface texture of the attached 
gingiva reveals an irregular surface indentation that 
resembles an orange peel and is called stippling. This 
stippled appearance is due to the combined effects of 
the extension of the papillary portion of the lamina 
propria and from indentations of the surface epithe- 
lum. The surface of the marginal gingiva is smooth. 

The relative position of the gingiva to the teeth 
changes constantly throughout life. In the young 
adult, the gingiva covers the entire root and extends 
a millimeter or so onto the crown of the tooth. With 
advancing age, the gingiva moves apically and thus 
the root becomes clinically evident. Normally, in a 
well cared-for mouth in a healthy individual, the root 


_ is not clinically observable until after 40 years 
of age. 
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Periodontal Disease 


Etiology. The exact etiology of periodontoclasia in 
any one individual may be very difficult to diagnose 
(Table 1). One must be aware of both local and 
systemic factors. For example, a patient with good 
systemic resistance may tolerate a large amount of 
subgingival calculus (tartar) without any clinical evi- 
dence of damage to the periodontal tissues. On the 
other hand, a patient having uncontrolled diabetes 
with the same amount of subgingival calculus, is likely 
to exhibit extensive damage of the periodontal 
structures. 


tase 
PERIODONTOCLASIA: 

SYSTEMIC FACTORS< —>LOCAL FACTORS 
Malnutrition Deposits on Teeth 
Hypovitaminosis C— Calculus (tartar) 

scurvy Materia alba 
Mineral deficiency — Mucinous plaques 
— Occlusal Problems 
ey Excessive forces on the 
Debilitating Diseases teeth 
Syphilis Lack’ of normal forces 
Nephritis on the teeth 
Tuberculosis Overdevelopment of 
Carcinoma muscles of mastication 
Blood Dyscrasias Loss of teeth 
Anemia Excessive wear of teeth 
Purpura Abnormal tooth form 
Polycythemia Habits 
Leukemia Unilateral mastication 
Granulocytopenia Dentist Pencil biting 
Endocrine Dysfunction Physician Fingernail biting 


Pituitary disorders 
Diabetes mellitus 


Mechanical Irritants 
Sharp margins of 


Parathyroid disorders 
Thyroid disease 
Addison's disease 
Pregnancy 


Allergies and 


Penicillin 
Phenolphthalein 
Hay fever 


Metallic and Drug Poisoning 


Bismuth, mercury 
Copper, silver, lead 
Dilantin Sodium 
Psychosomatic Factors 
Vasoinstability 
Tooth grinding habit 


carious lesion \ 


Overhanging margins 
on restorations 
Improper fillings 
lll-fitting appliances 
Food impaction 


Chemical Irritants 
Tobacco 
Alcohol! 
Highly seasoned food 


Improper Tooth Brushing 
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Actually, the physiopathology of periodontoclasia 
is relatively simple. An irritant such as calculus usu- 
ally starts the mechanism. The trauma to the gingiva 
by the rough calculus during mastication produces a 
cellular irritation with a subsequent dilatation of the 
underlying capillary bed. The resultant exudate leads 
to an accumulation of intercellular fluid. The lymph 
drainage is impaired and the gingiva becomes edema- 
tous. If the systemic resistance is sufficient, the acute 
process will become chronic with predominant fibro- 
blastic activity. 

The enlarged marginal gingiva, whether edematous 
or fibrous, forms a pocket into which is collected food, 
saliva and debris. This affords an excellent media for 
the multiplication of bacteria. Thus a simple irritation 
has developed into a debilitating infection. The sever- 
ity of the disease is dependent upon the degree of 
local insult and upon systemic resistance. 

Clinical Manifestations. The signs of periodonto- 
clasia consist of any variation from the normal char- 
acteristics just described, i.e., color, thickness, con- 
tour, consistency, surface texture and position of the 
gingiva. 

Color change is often the first evidence of periodon- 
tal disease. Depending upon its severity, the color may 
vary from the normal pink to a light red, dark red or 
even a blue red. However, it must be remembered that 
gingival color changes are seen in many other diseases. 
For example, Addison’s disease, blood dyscrasias, 
hemochromatosis, heavy metal intoxication and preg- 
nancy gingivitis are associated with gingival color 
changes. By far the most common cause for an alter- 
ation in gingival color is the presence of a local in- 
flammatory process, either acute or chronic (Figure 2). 

An increase in the thickness of the gingiva is another 
important pathologic sign but, in itself, gives no clue 
as to the underlying causative agent. Much valuable 
information may be derived by observing whether the 
enlargement is localized or generalized and whether 
the increase in gingival thickness is marginal or dif- 
fuse. The irritation caused by an overhanging restor- 
ation often causes gingival enlargement around the 
affected tooth and can be marginal or diffuse. On the 
other hand, trauma caused by severe malocclusion 
often results in a generalized enlargement of the 
gingivae. In addition, gingival enlargement is due to 
many different causes, the most important of which are 
either inflammatory, systemic, neoplastic or develop- 
mental in origin. Inflammatory gingival involvement 
may be acute or chronic. Gingival irritation may be 
due to many factors, some of which are poor oral hy- 
giene, the presence of subgingival calculus, sub- 
gingival cervical caries, food impaction, ill-fitting 
prosthetic and orthodontic appliances and the drying 
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effect of air in mouth-breathers. One may noite an 
increase in gingival thickness in various hormonal 
states, in pregnancy, in certain blood dyscrasias such 
as leukemia, in nutritional and vitamin deficicncies 
like hypovitaminosis C, or after the continued use of 
Dilantin Sodium (Figures 3 and 4). 

For the most part, alterations in gingival contour 
parallel the presence of gingival enlargement. How- 
ever, this is not always the case. The two most im- 
portant findings in connection with changes in gingi- 
val contour are McCall’s festoons and Stillman’s 
clefts. A Stillman’s cleft is an apostrophe-shaped in- 
dentation which extends from and into the free 
gingival margin for some variable distance (Figure 5). 
Generally, they are noted on the lip and cheek side of 
the gingiva. The cleft margins are rolled underneath 
the linear gap in the gingiva and the rest of the gingi- 
val margin is blunt instead of being knife-edged. 
These clefts are the surface evidence of deep necrotic 
tracts which extend into the deeper tissues. These 
tracts contain bacteria, cellular debris and desqua- 
mated epithelial cells. Stillman’s clefts are not path- 
ognomonic of any one disease entity but simply repre- 
sent one sign of periodontal disease. The other im- 
portant alteration in gingival contour is designated as 
McCall’s festoons. They are characterized by enlarge- 
ment of the marginal gingiva with the development of 
a lifesaver-like gingival prominence in relation to the 
tooth surface (Figure 6). It is generally agreed that 
these festoons result from occlusal imbalance. Both 
Stillman’s clefts and McCall’s festoons signify the 
presence of periodontal disease. 

It has already been pointed out that the normal 
gingiva is firm and resilient. Under pathologic condi- 
tions the gingiva may become puffy and soggy and 
even pit on pressure. There may be marked softness 
and friability with ready fragmentation. In some cases 
the dominant finding is a slough, a leathery consist- 
ency or even vesicle formation. The puffiness and 
edema is due to the presence of intercellular fluid 
which accompanies inflammation (Figure 3). The 
leathery texture can be ascribed to fibrosis associated 
with long-standing chronic inflammation (Figure 4). 
And lastly, ulceration is also a common and important 
alteration in gingival consistency. Ulceration is a sign 
of numerous oral diseases. However, punched-out 
gingival ulcers most often signify Vincent’s infection 
or so-called trench mouth (Figure 7). 

Under normal conditions the gingiva possesses @ 
stippled surface texture. A reduction or absence of 
stippling is a significant sign of disease. In chronic 
inflammation, edema is present and this is associated 
with a loss of stippling so that the gingiva becomes 
smooth and glossy (Figure 3). Loss of stippling may 
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also be present in atrophic gingivitis which is noted 
commonly in hormonal disturbances. Conversely, hy- 
perplastic gingivitis is associated with increased stip- 
pling as noted in epileptic individuals who are taking 
Dilantin Sodium (Figure 4). 

Gingival bleeding is one of the most common pre- 
senting complaints and one of the most significant 
findings in periodontoclasia. Gingival hemorrhage 
may be localized or diffuse and may be due to local or 
systemic factors or a combination of both. The most 
common cause for abnormal gingival bleeding on a 
local basis is chronic marginal gingivitis. Less often, 
gingival bleeding may be associated with systemic 
problems which include hemorrhagic diseases due to 
a disturbance in the blood clotting mechanism or 
those disorders which increase capillary permeability. 


Treatment. It cannot be overemphasized that in- 
fection is generally a result and not the cause of peri- 
odontal disease. The use of antibiotic agents alone 
eventuates only in symptomatic success. Until the 
local and systemic causes are eliminated, success is 
only transient and relapse is inevitable. The serious- 
ness of the problem is underscored when one realizes 
that adults lose more teeth due to periodontal disease 
than any other cause. 

Periodontoclasia can be cured and, what is even 
more important, the disease can be prevented. Its pre- 
vention and treatment depend upon the cooperative 
efforts of the patient in maintaining good oral hygiene, 
the dentist in diagnosing and treating all local irri- 
tants, and the physician in the preservation of sys- 
temic health. 


NUMBER EIGHT IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON'T exaggerate importance 
of anatomic anomalies. 


DO study the patient as a whole. 


We wit probably never know how many neuroses are 
iatrogenically induced. Frequently we feel the need of 
offering the patient some organic basis for obviously 
disabling symptomatology. Is it because in the face of 
a very ill patient we are afraid to admit our inability to 
discover a physical cause? Too frequently we are will- 
ing to grasp at some anatomic anomaly and indicate to 
the patient that this is the basis of his symptoms. 

I can remember in my student days we were im- 
pressed with the fact that when a patient had a fever 
there was always a physical cause, usually an infection, 
to explain it. This cause, we were told, would be found 
ifa sufficiently thorough search were made. Long lists 
of the causes of unexplained fevers were found in the 
textbooks but I do not remember that psychoneurosis 
was on any of them. We know better now. Anxiety can 
cause a fever as high as 101°—or even more. Even 
many internists, however, will look askance if one 
mentions this as a possibility. It is nevertheless true. 
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If your studies do not reveal a physical cause for the 
trouble, investigate the psyche. Study the whole pa- 
tient, body and soul. Do not fail to have confidence in 
your ability to recognize an emotional illness. 
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IF rr’s A MAN’S WORLD, it’s a right-handed man’s world. 
Mothers, artisans, teachers and certainly old wives 
know this. 

Most people agree that one side of the brain domi- 
nates the hand we write with, the eye which controls 
our binocular vision, and that it takes the lead in 
directing organs which, like those of speech, are in the 
middle. Few agree as to how all this comes about. One 
thought is that this arrangement is inherited and 
present at birth. Therefore to change from one hand to 
the other seems dangerous, because it results in con- 
flict between the inherited dominant, and the lesser 
side of the brain. Thus our purposeful activities which 
require the nicest coordination, might be confounded. 
Performance would then represent action but little ac- 
complishment—like Guido, who flung himself upon his 
horse and rode madly off in all directions. 

Others think we start with equal sides, but because 
of usage, body position, visual distractions and the 
like, during infancy, one side comes to be preferred. 
Franklin emphasizes this with delightful whimsy, when 
he has a jealous left hand bemoan the favoritism shown 
the right hand. 

The physician faces this problem in cases of injury, 
or when parents are unwilling to accept left handed- 
ness. What should he advise, and how real are the 
dangers of retraining? 

When one attempts to retrain a left hander, a 
pattern of indecision and backwardness occasionally 
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Handedness 


BY ROBERT J. GILSTON, M. D. 


emerges. This pattern may include: tenseness, tired- 
ness, muscular incoordination, eye disturbances, hesi- 
tant or stammering speech and bizarre reading and 
writing disabilities. 

There is pretty good evidence that experience and 
usage plus the pressure of social custom are the factors 
of most importance in handedness, although inheri- 
tance may also have a role. Further, left handedness 
may be one manifestation of nonconformity in an ab- 
normal personality. In such a person, conversion or 


a similar stimulus would be likely to bring out occult | 


evidences of instability. 

Although we do not have the final answer, if the 
dominant side is not irrevocably dominant, conversion 
need not be fraught with danger. Theoretically and 
practically, this seems to be true. It is probably quite 
safe, and indeed desirable to convert most youngsters 
—and it is best done early. This is the group who go 
effortlessly from one hand to another. Some may need 
more attention, but if both mother and teacher work 
together and de-emphasize or make the transition a 
novelty, it can be carried off easily. An ophthalmolo- 
gist who is attuned to the problem can be quite helpful. 

There is another group who are very resistant and 
may show signs of personality defects. One should not 
meddle with retraining in this group. It is far safer to 
make better left handers of them by manipulating 
writing posture, lighting and similar trappings of this 
right-sided world. 
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BRUCELLOSIS is probably the most important disease 
among those transmitted to man from animals. These 
diseases, listed in Table 1, differ from brucellosis in 
one important respect: they do not seriously disturb 
the welfare of domestic animals. Brucellosis, on the 
other hand, is responsible not only for widespread 
disease among human beings, but also for serious 
economic problems among those who deal in livestock. 
According to recent figures of the National Research 
Council there are at least 1,300,000 dairy and 800,000 
beef cows affected with brucellosis in the United 
States. From these figures, it has been possible to 
estimate that the total annual loss from decreased milk 
production and fewer veal calves is approximately 
$100,000,000. Additional financial losses occur from 
brucellosis of swine, goats, sheep and horses. 


History of Brucellosis 


Brucellosis is not a new illness. The organism 
responsible for one form of the disease, Brucella 
melitensis, was among the first agents isolated from 
the group of human infections arising in animals 
(Table 1). The study of the disease has been compli- 
cated, however, by the existence of three species of 
Brucella. each producing its own characteristic 
epidemiologic and clinical pattern. Many years elapsed 
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Three species of Brucella have been known to infect humans. 
In the United States, the usual cause is Br. abortus, 

a cattle-borne organism that enters the human body by direct contact 
(dairy workers, veterinarians, stockyard workers) or less often 

by ingestion of unpasteurized dairy products. There is a good deal 
of natural defense against brucellosis, and the disease is 

usually self-limited. Treatment with tetracycline drugs is quite 
effective, but rest and other supportive treatment are equally important. 


Brucellosis: Epidemiology and Treatment 


BY A. BRAUDE, M.D. 
Southwestern Medical School, Dallas, Texas 


between the discovery of each species of Brucella. In 
1887, Br. melitensis was isolated by Bruce from the 
spleen of a fatal human case. Eight years later, the 
Danish bacteriologist, Bang, published the results of 
his study of a disease called contagious abortion. He 
found that the infection was due to a germ which he 
called the ‘Bacillus of Abortion” but which is now 
termed Brucella abortus. The third species, Brucella 
suis, was isolated in the United States in 1914 by a 
veterinarian, Jacob Traum, from fetuses expelled 
from sows. During the subsequent five years, the 
similarity between the three organisms was recognized 
so that they have come to be regarded as members of 
a single bacterial genus. 

The development of our knowledge of human 
brucellosis may be divided into three main periods of 
time. The first period, which begins in 1887 when 
Bruce demonstrated the causative organism of Malta 
Fever, continued until 20 years later when the Medi- 
terranean Fever Commission proved that goats were 
the source of human infection in Malta. Their findings 
led to the application of basic epidemiologic principles 
which greatly reduced the incidence of human brucel- 
losis in Malta. Until then, many human cases had 
occurred and presented the various clinical syn- 
dromes described in the famous monograph of Hughes, 
entitled ‘Mediterranean, Malta, or Undulant Fever.” 
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Tiseases of Animals Transmitted to Man: Coa The 

Chronologic Listing Based on the Isolation of the Causative Organism from | 
lowa 
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Trich, spiralis Jorda 
B. recurrentis Obermaier bruce 
M, tuberculosis yas Koch huma: 
Virws Pasteyr 
Br. surpr! 
there. 
S. enteritidis ‘ Du 
Plague : of hur 
Brucellosis (bovine) : in Mi 
Erysipelothrix ‘ Rosenbach by Dr 
Rocky Mountain spotted fever Ricketts 
Tuloremia Chapin ond McCoy 
Brucellosis (porcine) Tree active 
Weil's disease exhau 
Neill tients 
levaditi ictur 
Listerellosis Metray 
Rift Valley fever Dubney 
Louping Ul now r 
Western equine encephalomyelitis in th 
Ornithosis 
St. Louis encephotitis 
Eastern equine encephalitis 
Lymphocytic choriomeningitis 
B. virus disease 
Japenese B. encepholitis 
Russian Far East encephalitis 
Venezuelan equine encephalitis 
Q fever 


Rickettsialpox 


Etiologie agent Discoverer of Eticiogy 


Armstrong 
Sabin 
Kasaharo, Kawamura 


tane 2 
The Important Sources of Mumen Brucellosis 
{in column 2, the usual species of Brucella responsible foi infection in a given animal host is indicated by italics.) 


Species of Brucella Means of acquiring 
Animal transmitted infection by man 


Abortus, Suis, Melitensis Ingestion of dairy products— 25% 
Direct contact (veterinarian, stockyard worker, butcher, farmer) —75%. 


Abortus, Suis, Melitensis Direct contect 


Ingestion of cheese and milk 
Direct contoct 


Direct contact with purulent exudate from fistulas of the withers In |; 
N lin 


Accidental inoculation by laboratory workers ee 
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All of the cases in Malta were caused by Br. melitensis. 

The second period may be said to extend roughly 
from 1927 to 1949 when the State Board of Health in 
Jowa reported that most human infections during 
those years in that state were caused by Br. suis. The 
excellent clinical and epidemiologic studies by Hardy, 
Jordan and Borts helped define the nature of human 
brucellosis due to Br. suis. The high incidence of 
human infection by that organism in Iowa is not 
surprising in view of the extensive raising of hogs 
there. 

During the third and most recent period, the story 
of human infections by Br. abortus has been unfolding 
in Minnesota as a result of the investigations directed 
by Dr. Wesley Spink. In that state, where the princi- 
pal livestock are cattle, 85 per cent of patients with 
active brucellosis are infected by Br. abortus. The 
exhaustive clinical studies of approximately 100 pa- 
tients by Spink and his associates has provided a clear 
picture of human infection in which diagnosis was 
based in each case on the isolation of Brucella. It is 
now recognized that most cases of human brucellosis 
in the United States result from infection by Br. 
abortus, although many cases are due to Br. suis. 


Epidemiology of Human Brucellosis 


A discussion of human brucellosis begins logically 


with the manner in which man acquires the infection 
from animals. Human-to-human transmission of brucel- 
losis occurs only rarely, if at all. Most cases result 
from direct contact with infected animals when they 
abort or when they are slaughtered. A significant 
number of patients also acquire brucellosis by the 
ingestion of dairy products from infected cattle or 
goats. In Table 2, there is a summary of the factors 
responsible for the spread of brucellosis to man. 

The three species of Brucella resemble each other 
closely and can only be distinguished by special tests. 
Undoubtedly, the three species are derived from a 
common bacterial ancestor and acquired certain special 
characteristics as each became adapted to a new 
animal host. Speculation on the origin of the three 
species of Brucella leads one to suggest that the 
common ancestor may have been Br. abortus. Brucel- 
losis is a disease confined largely to domesticated 
animals and it is of historical interest that oxen were 
among the earliest of domesticated animals. Later, as 
goats and hogs were also domesticated, brucellosis 
could have been transmitted to them from cattle. In 
acquiring pathogenicity for these new hosts, however, 
itwould seem that Brucella developed greater virulence. 
In line with such a hypothesis is the clinical observa- 
tion that when human brucellosis has its origin in 
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goats or hogs, it produces more serious illness in man 
than when brucellosis spreads to man from cattle. 
Brucellosis from Cattle. It has been fortunate for 
man that cattle are usually infected by the less viru- 
lent Br. abortus. In areas where there are numerous 
herds of cattle infected by Br. abortus, many people 
are exposed to Brucella by drinking unpasteurized 
milk. Although their tissues are often invaded, the 
appearance of clinical signs or symptoms of brucellosis 
in these people is remarkably less frequent. In Minne- 
sota, for example, where bovine brucellosis predomi- 
nates, 20 per cent of a large sample of the rural 
population gave positive intradermal reactions to 
Brucellergen, but clinical brucellosis was discovered 
in only one of the 533 persons examined (about 0.2 
per cent). A large family may be infected after drinking 
milk from a herd of cattle with Bang’s disease (brucel- 
losis in cattle), but only one member may become ill. 
In addition to the low virulence of Br. abortus, 
other factors tend to minimize the dangers of drinking 
milk contaminated with that organism. Undoubtedly, 
the capacity of gastric juice to kill Brucella organisms 
cuts down the number of living bacteria that ulti- 
mately reach the tissues. Another factor that protects 
the consumer against contaminated raw market milk 
is its dilution by large amounts of milk from unin- 
fected cows when the supplies from various sources 
are mixed at the dairy. Perhaps the most important 
factor, however, is that children, who are the largest 
consumers of milk, are naturally resistant to clinical 
illness after exposure to Brucella. Recognized cases 
in children are much less common than in adults. 
These considerations help explain why most cases 
of human brucellosis due to Br. abortus are the re- 
sult of direct contact with infected farm animals. It 
is not surprising that over 70 per cent of such patients 
give a history of contact with farm animals or their 
carcasses; or that they are mainly adult males under 
the age of 55. The men who become infected are 
usually farmers, veterinarians, butchers or stockyard 
workers, and usually the organisms enter through 
their intact skin or mucous membranes. Most of them 
handle infected cattle, but occasionally they present a 
history of contact only with hogs. Hogs have been 
found to harbor Br. abortus in their tissues and serve 
as an occasional reservoir for human infection by 
that species. Spread of Br. abortus to swine is prob- 
ably the consequence of their close association with 
cattle in feed lots. It is entirely possible that passage 
through the pig could render Br. abortus more viru- 
lent for man. 
Swine Brucellosis. Most brucellosis in hogs is caused 
by Br. suis, and since this species of Brucella is more 
virulent than Br. abortus, swine brucellosis could 
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constitute a greater threat to human welfare than 
brucellosis in cattle. Transmission to man may occur 
in two ways: 1) by direct contact with infected hogs, 
2) by spread of Br. suis to dairy cattle which share 


transmission is less common but potentially far more 
serious because the bacteria can reach large numbers 
of consumers of raw milk. Under such circumstance, 
human brucellosis becomes an epidemic disease and 
strikes at numerous people in a community. Usually, 
however, it is a sporadic disease, appearing only in 
those persons who suffer individual exposure by direct 
contact with a single infected animal. Regional studies 
indicate a high incidence of human infections by 
Br. suis in Iowa, Indiana and Alabama. but they 


the United States and South America wherever swine 
breeding is practiced. In such areas as the Near East 
(Turkey, Palestine, Israel), where swine breeding is 
not important, Br. suis infections are said not to 
exist. 

Brucellosis from Goats. The third species, Br. 
melitensis, is widespread in goats throughout the 


infection in Mexico, France, Italy, Spain, Yugoslavia, 
Turkey, Israel and Egypt. In the United States, human 


brucellosis recognized and were reported in Texas 


recognized cases of human melitensis infections in the 
United States has been much smaller, however, than 
those due to Br. suis or Br. abortus. 

Until recently, Br. melitensis appeared to be con- 
fined to the goat-raising areas of the Southwest, but 
recently there have been human cases appearing in 
Iowa and Minnesota. The source of these human 
melitensis infections was traced to hogs. Another im- 
portant source of human melitensis infections in other 
countries is the sheep. Both goats and sheep are the 
source of dairy products, particularly cheese, which 
may be teeming with Brucella. 

The probable portal of entry of Br. melitensis in 
cheese is the mucous membrane of the mouth, rather 
than the intestinal tract. The reason for this is clear 
when one considers that cheese is sticky and remains 
in the mouth for an appreciable period of time. Per- 
sons who eat infected cheese are thus denied the 
possible protective action of their gastric juice against 
Brucella. 


these epidemiologic facts to the physician is clear. 
He must be aware of the occupational activity of his 
patients if he is to recognize clinical brucellosis. At 
the same time, the occurrence of brucellosis in one 
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the same premises with hogs. The second means of 


have also been reported from many of the parts of 


world and is an important, if not the chief cause, of 


melitensis infections were among the first cases of 


and Arizona as early as 1913. The total number of 


Significance of Epidemiology. The significance of 


of his patients should lead him to investigate the 
source of infection in animals and to make recom. 
mendations for its eradication, if possible. Finally. 
when individuals who are about to travel abroad seek 
consultation about possible health hazards in foreign 
countries, the physician should be able to advise them 
of the specific measures needed to avoid contracting 
brucellosis in those areas. 

The final prevention of human brucellosis depends, 
of course, upon eradication of the disease in animals. 
This is a difficult job but progress has been made in 
the United States as well as Puerto Rico with bovine 
brucellosis. Infection in the individual cow can be 
recognized reliably with a simple test for agglutinins 
in the serum, so that the individual reactors can be 
disposed of and the calves protected by vaccination 
with strain “19.” Vaccinated calves are protected 
against moderate exposure for a period of at least 
two to three years. The strain “19” is a living but 
attenuated form of Br. abortus which provides pro- 
tection without usually causing disease in adult 
calves or man. Cases of abortion in adult cows have 
been observed, however, after its use, and two cases 
of human infection have recently been observed due 
to accidental inoculation. 

Brucellosis in swine may be more difficult to detect 
than in cows, because infected animals may not have 
agglutinins in their serum and may not appear ill. 
One reason for this is that abortion occurs so early 
in the course of swine pregnancy that it may be un- 
noticed. Whole herds need to be tested to detect 


Figure 1. Intracellular Brucella organisms in a splenic macrophage 
of a mouse infected with Br. abortus. 
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infection, and the whole herd disposed of to insure 
eradication of every infected animal. These drastic 
measures are naturally difficult to enforce. For this 
reason, personal hygiene and environmental sanita- 
tion assume great importance for anyone dealing 
directly with infected hogs. Washing of exposed body 
surfaces and the removal and cleaning of soiled cloth- 
ing is essential. It is also important to keep the en- 
vironment free of contaminated dirt because airborne 
infections through dust could be a hazard. 

Wherever goats are discovered to have brucellosis, 
they should be slaughtered because the disease in 
these animals assumes a chronic form which may not 
be recognizable except by special tests. In sheep, on 
the other hand, the disease is usually self-limiting so 
that segregation of infected sheep may be practiced 
if slaughter is not possible. 

The importance of pasteurization of dairy products 
cannot be overstated since this procedure will kill 
Brucella. Reliance on pasteurization alone, without 
regard for other routes of transmission, would be un- 
wise, however, because most infection in this country 
is spread by direct contact with infected animals. 


Pathology and Pathogenesis 


Fatal cases of human brucellosis have been rare 
and autopsy material has seldom been available for 
examination. Most of our knowledge of the pathology 
of human brucellosis is based on clinical observations 
or on examination of biopsied materials. Experimental 


Figure 2. Granuloma in the liver of a guinea pig infected with Br. 
suas 
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infections in animals have also been used for gaining 
insight into the problem of basic tissue reactions. In 
susceptible experimental animals it has been possible 
to demonstrate a characteristic disease pattern for each 
of the three species of Brucella. In guinea pigs infected 
with Br. suis there is a great tendency for suppuration 
in their viscera. Guinea pigs infected with Br. abortus, 
on the other hand, resist the infection and almost no 
abscesses occur. In fact, animals infected with Br. 
abortus show few if any signs of illness. Animals in- 
fected with Br. melitensis are the sickest, sometimes 
die, and appear emaciated even though suppuration 
is not so pronounced as in those animals infected with 
Brucella suis. 

In contrast to gross lesions, the basic microscopic 
change in the tissues of animals is the same, regard- 
less of which species of Brucella produces the infec- 
tion. This basic tissue reaction in all animals, and in 
man, is the granuloma. The granuloma is a micro- 
scopic structure composed mainly of aggregated epi- 
thelioid cells and sometimes giant cells. It has been 
traced in its origin experimentally and found to de- 
velop from those cells which attack the invading 
Brucella organisms. The mononuclear macrophages 
which engulf the bacteria collect into microscopic 
nodules in the liver, spleen and bone marrow. The 
intracellular bacteria are for the most part destroyed 
during this cellular reaction, but some bacteria re- 
main alive and perpetuate the infection for months. 
It is likely that they live within these phagocytic cells 
during that period of time and even gain defense 


Figure 3. Abscess of the liver in guinea pig infected with Br. suis. 


Note three zones. Inner zone contains necrotic tissue; middle zone, 


granulomatous tissue; and outer zone. fibrous tissue. 
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there beyond the reach of antibodies which circulate 
in the blood. In Figure 1, intracellular Brucella are 
demonstrated in a splenic macrophage. Figure 2 il- 
lustrates a typical granuloma which developed in the 
liver of an animal infected with Br. suis. 

The principal evidence that such granulomas occur 
in human infections is based on microscopic exam- 
ination of sections of liver and bone marrow obtained 
by biopsy from many patients having culturally proven 
brucellosis. In uncomplicated cases of brucellosis, re- 
gardless of the responsible species of Brucella, the 
only significant pathologic change is this microscopic 
disturbance. It is important to realize, however, that 
these microscopic lesions are present in tremendous 
numbers in many tissues. This point is illustrated by 
the ease with which one finds such lesions upon ex- 
amination of a tiny portion of liver or bone marrow 
obtained by biopsy. Undoubtedly, these widespread 
tissue reactions are connected in some way with the 
clinical disturbances of human brucellosis. 

In complicated cases of brucellosis, gross pathologic 
changes are usually demonstrable. The main complica- 
tions reported have been osteomyelitis, meningo- 
encephalitis, bacterial endocarditis and soft tissue 
abscesses. There have also been occasional reports of 
nephritis, orchitis and sciatica. 

Bone Involvement. Osteomyelitis may involve the 
spine, long bones and pelvis. The lesion begins in the 
bone marrow and appears to develop from the small 
granulomas already described. These granulomas in- 
crease in size and infiltrate the bone and surrounding 
tissues. Destruction of bone leads to the formation of 
purulent material which can be seen upon surgical 
drainage or when the bones are split open in those 
rare cases which come to autopsy. 

The most spectacular lesions of bone are seen in 
spondylitis. The granulomatous process begins in the 
marrow of the vertebral body and extends to the inter- 
vertebral disc. Both vertebra and disc may be de- 
stroyed by the granulation tissue. Cheesy pus may 
be seen in the destroyed portions of the spine, but 
sometimes the granulomatous tissue destroys the bone 
without development of the liquefaction necrosis char- 
acteristic of pus. Not infrequently the process may 
break through to the area anterior to the spine and 
produce a prevertebral abscess. 

In many respects, -it can be seen that brucellosis 
and tuberculosis of the spine have similar effects. It 
is not surprising that Brucella spondylitis has been 
called “‘pseudo-Potts disease.” A major difference be- 
tween the two diseases, however, concerns the ability 
of the infected bones to heal. In brucellosis, there is 
a tendency to new bone formation and easy healing 
which is not found usually in tuberculous spondylitis. 
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Soft Tissue Involvement. In addition to abscesses of 
bone, soft tissue abscesses are also found. |i the 
guinea pig, these abscesses are most common, seen 
in the liver and testicle. In man, testicular abscesses 
are uncommon, but hepatic and perihepatic abscesses 
have been observed. Figure 3 is a photomicrograph 
of an abscess of the liver in an experimental infection 
in guinea pigs and illustrates clearly its structure. 

Endocarditis. Brucella endocarditis is similar to sub- 
acute bacterial endocarditis due to Streptococcus viri- 
dans. Any of the three species of Brucella may attack 
the heart and may localize on either the aortic valve 
or the mitral valve. Existing damage to the valve is 
not a prerequisite to the formation of Brucella endo- 
carditis which may involve previously normal valves, 
In association with Brucella endocarditis, lesions of 
the myocardium and kidney have also been observed. 

Cerebral and Meningeal Involvement. A fair number 
of cases of Brucella meningoencephalitis have occurred, 
but in this country only one autopsied case has been 
reported. Usually the infection of the nervous system 
is not fatal. In the patient referred to, the main find- 
ings post-mortem were inflammatory thickening of the 
meninges and perivascular infiltration in both meninges 
and brain. The perivascular inflammation in this case 
led to the formation of a mycotic aneurysm of the 
basilar artery which ruptured. 

Relation of Lesions to Symptoms. Although the gross 
changes of complicated cases are striking when they 
are found, it must be emphasized that they are absent 
in most patients. In considering the origin of the 
symptoms in uncomplicated infections, one must take 
into account two important properties of the Brucella 
organism itself. One of these is its capacity to induce 
hypersensitivity. The second property is the posses- 
sion of an endotoxin. It is not definitely known 
whether either property contributes to the clinical 
effects of the disease in man. But the injection of dead 
Brucella cells or their endotoxin into the tissue of 
formerly infected persons may lead to the appearance 
of pronounced local and generalized symptoms which 
resemble in many respects those typically seen during 
active infection. A similar but less violent reaction 
occurs when these dead bacterial products are injected 
into individuals who have never been infected. The 
more severe reaction in the once infected person is 
believed to be due to the development of a state of 
greater susceptibility to the endotoxin or other bac- 
terial products and is called hypersensitivity. 


Clinical Features 


The symptoms, findings and clinical course of 
brucellosis are determined partly by the species of 
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Brucella which produces the infection. Patients in- 
fected with Br. suis are more likely than others to 
suffer from suppurative complications. while those 
infected with Br. melitensis are more often greatly 
debilitated and are victims of frequent neurologic 
symptoms including those of sciatica. Although pa- 
tients with brucellosis due to Br. abortus may also 
manifest marked debilitation and may also develop 
suppurative complications, they do so less commonly 
than patients with suis or melitensis infections. 

The most frequent symptoms in all patients with 
brucellosis, regardless of infecting species, are fever, 
sweats, weakness and generalized pains. These symp- 
toms may be very pronounced but are seldom ac- 
companied by impressive findings on physical ex- 
amination. For this reason, the diagnosis of brucellosis 
should be considered seriously in any patient who has 
persistent fever, weakness and generalized pains with 
few abnormalities on physical examination. 

Perhaps the most significant physical finding is 
enlargement of the spleen, which is noted in about 
half of the patients. Enlargement of the lymph nodes 
is somewhat more commonly observed but less re- 
markable as a clinical sign. Enlargement of the liver 
is also present in many cases. 

There is nothing characteristic about the pattern of 
fever. Most patients have chills, and the temperature 
usually rises and falls each day, sometimes reaching 
105°F. but usually remaining at 103°F. or less. Sus- 
tained fevers of the plateau type are not seen. The 
undulant type of fever which has been emphasized in 
the past, is not common. The term “undulant” refers 
to the wavy appearance of the long fever curve de- 
scribed by Hughes in his classic monograph, but it 
seldom applies to the disease in its present form. 

Weakness is a second important symptom which is 
found in nearly every patient and ranks second only 
to fever in frequency. Pain is also present nearly al- 
ways and may consist of poorly localized aches in the 
extremities, headaches, backaches and abdominal pain. 
If the disease is complicated by localized infection of 
joints, there may be great discomfort in the joint 
with associated swelling and muscle spasm. Sciatica is 
a source of great pain, especially in melitensis in- 
fections. The severity of symptoms varies from patient 
to patient. In the more severe cases, one observes the 
typical picture of an acute or even explosive bac- 
teremic disease. Other patients have only slight 
symptoms and many individuals, though feeling ill, 
are able to continue at their work in spite of low- 
grade fever, weakness and aches. As with all infectious 
diseases, there are some patients who complain of no 
symptoms whatever despite the presence of Brucella 
in their blood. 
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In most cases uncomplicated by endocarditis, 
meningoencephalitis, osteomyelitis or extensive sup- 
puration, the course is one of gradual recovery within 
a period of several weeks to six months. It is im- 
portant to realize that brucellosis is a self-limited 
disease which usually terminates in several months 
unless complications develop. 

In a few cases, especially those due to Br. melitensis, 
bacteremia may continue for over a year, even though 
no complications can be demonstrated. In other cases, 
complaints of ill health may persist for several years 
despite negative cultures or absence of complicating 
processes. These protracted complaints, which out- 
last all objective evidence of active infection, usually 
resemble those seen in patients with emotional dis- 
orders. It is believed that brucellosis brings out 
psychoneurotic symptoms in emotionally unstable 
persons and that these symptoms often fail to sub- 
side when the actual infection is brought under con- 
trol or eradicated by natural processes, chemo- 
therapy or both. These patients suffer from the 
neuropsychiatric sequellae of brucellosis, but probably 
not from Brucella infection. 

“Chronic” Brucellosis. One group of patients, in 
which the diagnosis of “chronic” brucellosis is some- 
times made, is composed of persons who have never 
shown evidence of active Brucella infection. Their 
symptoms consist of weakness, nervousness and only 
slight, if any, elevation of temperature. They have 
been erroneously regarded as instances of brucellosis 
because their symptoms resemble those seen in the 
patients, just described, who give persistent neurotic 
complaints after recovery from proven brucellosis. In 
endemic areas, many of these patients with so-called 
“chronic” brucellosis have positive skin tests, but not 
more often than uncomplaining residents of endemic 
areas. 

Repeated examinations of such patients by cul- 
ture and agglutination tests have failed to disclose 
true evidence of infection.by any Brucella species. It 
is also noteworthy that 80 per cent of these patients 
are women, in contrast to bacteriologically proven 
cases which are notably males; and that these pa- 
tients do not improve with specific chemotherapy. 

The alert practitioner can detect these patients 
by the absence of significant elevation of temperature 
when careful records are made; by lack of a history 
of exposure; by absent or weak agglutinin response; 
and by long duration of symptoms. These patients 
often give histories of poor health lasting five to 
20 years. 

Complicated Forms. The clinical evidence of com- 
plicated brucellosis is clear cut and easily recognized 
as that of a serious disease. Brucella endocarditis, for 
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TABLE 


Clinical Features of Brucellosis Listed in Order of Frequency 


Complication Symptoms 
J None Weakness Fever—vsually undulat 
Sweats Enlarged iymph ned 
A Chills Polpable 
Generalized pains Enlarged i 
Skin eruption; Purpar 
Spondylitis Severe backache Vertebral destruction {xg 
Tender sp 
Arthritis Poin and paresis of extremity Swelling of joi 
Endocarditis Dyspnea Mitral or cortic 
f Signs of heart fa 
Stroie 
Reno! 
— Meningoencephalitis Headache Scattered neurologic obnormall 
Vertigo Stiffness of neck inconsta 
Visual blurring 
Decfness 
Tinnitus 
Mental confusion 


example, presents the same picture as that seen in 
streptococcal endocarditis. The patient suffers from 
sepsis, damage to the heart and emboli to lungs, 
brain, spleen and kidney. Untreated patients in- 
variably die, and the cause of death may be heart 
failure, cerebral hemorrhage or infarct, or uremia. 

Brucella meningoencephalitis is a chronic disease 
and must be distinguished from tuberculous meningitis 
and meningitis of mycotic origin. In all three condi- 
tions, there are similar increases in mononuclear cells 
and protein in the cerebrospinal fluid, and the concen- 
tration of glucose is similarly reduced. The neck may 
or may not be stiff upon flexion, and there are various 
mental disturbances and neurologic abnormalities 
which point to organic disease of the central nervous 
system. The cranial nerves are commonly involved. A 
surprisingly large proportion of patients survive, 
especially if chemotherapy is given early. 

The main clinical sign of complications involving 
bone is pain. Arthritis of the hip may be accompanied 
by apparent paresis of the leg due to pain and muscle 
spasm, and has been confused with poliomyelitis. 
Spondylitis causes severe backache and is recognized 
radiologically by destructive changes in one or more 
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vertebrae or intervertebral discs. It must be distin- 
guished principally from tuberculous spondylitis by 
appropriate bacteriologic methods. 

A variety of other complications have been observed 
but are less common than those already mentioned. 
There have been a few cases of hepatitis and jaundice 
in association with brucellosis, and some of these have 
later developed cirrhosis. In brucellosis, as in other 
diseases with splenomegaly, thrombocytopenia may 
sometimes ensue and lead to severe purpura. As the 
splenomegaly subsides with treatment, so does the 
purpura. In some patients, the genitourinary system 
may be involved. There are known cases of pyeloneph- 
ritis, orchitis and perhaps endometritis. It has been 
alleged that abortion is often caused by severe meli- 
tensis infections. Production of iritis and pulmonary 
disease by Brucella has been suspected but not estab- 
lished. Rheumatoid arthritis is never caused by brucello- 
sts. Clinical features are listed in Table 3. 


Laboratory Diagnosis 
Culture Technique. The diagnosis of brucellosis 


can be made with certainty only when the causative 
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4 
s Other Than Active Brucetiosis Which May Lead 


— Presence of Brucelia Agglutinins in the Sere 


Sin fests with Brucella antigens 

Veccine therapy with Brucella antigens 
Gelera vaccination 

treated brucellosis 


of large numbers of killed Brucella organisms 


> 
mur 5 
fmmery of Laboratory Findings in Brucellosis in 
Cases 
Approximate frequency 
fotilive culture (blood, spinal fluid, pus) 100% 
Tier of agglutinins—1:100 99+% 
5,000-12,000 99% 
fevaied sedimentation rate 50% 
Granlomas in biopsied material 90% 


organism is isolated by culture. Brucella are not re- 
covered from patients as readily as such common 
pathogenic bacteria as the pneumococcus, menin- 
gococcus, staphylococcus or streptococcus. There are 
two reasons for this. One reason is that Brucella have 
exceptional growth requirements which must be pro- 
vided by special forms of media. The other reason is 
that Brucella are usually present in the blood in very 
small numbers so that the sample of blood taken at 
any given time may be free of bacteria. 

The first difficulty has been overcome by the com- 
mercial distribution of excellent culture media which 
satisfy growth needs. Three media, available commer- 
cially, have been used. These are Tryptose Broth, 
(Difco Laboratories), Trypticase Soy Broth (Baltimore 
Biological Laboratory), and Albimi Medium (Albimi 
Laboratories). One of these, Trypticase Soy Broth, 
can be obtained in a sealed bottle which also contains 
the proper amount of CO, required for the growth of 
Br. abortus. These bottles (B-D Vacvtainer) have been 
found to be convenient and reliable. Partial evacuation 
of the bottle by the manufacturer enables blood to be 
obtained by means of a rubber tubing instead of a 
syringe. The tubing has needles attached at the ends for 
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puncturing both vein and rubber stopper. This tech- 
nique cuts down on contamination by avoiding the 
extra. steps involved in use of a syringe. These bottles 
can also be used for culturing other materials such as 
joint fluid, spinal fluid and pus. Cultures often become 
positive within a week to ten days. 

It may be difficult to overcome the problem presented 
by the small number of organisms in the blood of pa- 
tients with brucellosis. An obvious solution is to cul- 
ture large quantities of blood. This is best done by 
obtaining numerous cultures. Repeated cultures ob- 
tained over several days will also provide a better 
opportunity for securing samples during periods of 
transient increase in the degree of bacteremia. It is not 
uncommon in brucellosis, especially in the case of 
infection due to Br. abortus, that only one of many 
attempts to recover the organism is successful. The 
rate of positive blood cultures in infection by Br. 
melitensis is usually much higher. 

Unless a complication is present with obvious localized 
infection of bone, joint, meninges or kidney, there is 
little to be gained by culture of other fluids than blood. 
Depending on the number of cultures attempted, and 
the species of Brucella, the organism has probably 
been isolated in 40 to 80 per cent of cases. Brucella 
has been isolated from bone marrow in uncomplicated 
infection, but since the blood culture has also been 
positive in these cases, the procedure of sternal aspira- 
tion is usually not warranted. Positive cultures are 
usually obtained with little difficulty from localized 
areas of infection. A point of interest is that Brucella 
are highly virulent for the chick embryo. For this rea- 
son, fertilized hen’s eggs have been used for recovering 
Brucella from the spinal fluid in cases of meningitis. 

The agglutination test is of great importance in the 
diagnosis of brucellosis and is becoming well standard- 
ized throughout this country. Reliable results can 
usually be obtained by sending clotted blood to the 
state public health laboratory. There are two tech- 
niques employed for this test. In the slide method, 
agglutination is observed on a glass slide or similar 
surface upon which the antigen and antiserum are 
mixed. In the tube method, the antigen and antisera 
are added to test tubes and observation is made for 
agglutination at the bottom of the tube. The second 
test is not so rapid, but appears to be more dependable 
and better standardized. 

Standardization of the test is important because the 
actual numerical results obtained, expressed as the 
titer of the serum, may be critical factors in deciding 
whether the patient has brucellosis. Thus, a titer of 
less than 1:100 almost always means that active 
brucellosis is absent and that the physician must look 
for some other cause for the patient’s illness. If the 
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titer is greater than 1:100, then it is possible that the 
patient’s symptoms are those of brucellosis. Over 90 
per cent of patients have titers of 1:320 or above. It is 
not necessary to obtain a rise in titer to establish its 
significance because the agglutinins have often reached 
their height by the time the patient reports for care. 

It is important to recognize, too, that a high titer of 
agglutinins does not necessarily establish a diagnosis 
of brucellosis. There are a variety of conditions which 
may lead to elevated Brucella agglutinins in the sera, 
other than active Brucella infection. These are listed 
in Table 4. It should be clear that the agglutination 
test is only one of several lines of evidence to follow 
in arriving at a final diagnosis. 

The skin test has been widely used but is believed 
to be of no value in the routine diagnosis of brucellosis. 
This test indicates only previous exposure to Brucella 
organisms and gives no information concerning the 
presence or absence of infection at the time of the 
test. It also has the disadvantage of provoking a rise 
in agglutinins which could thus invalidate the very 
useful agglutination test. In an endemic area, a posi- 
tive skin test may be obtained in as many as 20 per 
cent of persons who do not have clinical brucellosis. 

Other Tests. Another test of interest is the opsono- 
cytophagic test which measures the presence in the 
blood of opsonins for Brucella. It is a difficult test to 
perform and standardize, and may be dangerous to 
the laboratory worker because living bacteria are cus- 
tomarily used. It is seldom available because most 
laboratories have discontinued its use. The agglutina- 
tion test is more reliable and probably gives all the 
information obtainable from the opsonic test. 

Other laboratory findings of interest are the blood 
count and sedimentation rate. There is frequently the 
anemia expected in an infection which continues for 
weeks or months. The total leukocyte count is usually 
normal, but is occasionally slightly elevated or re- 
duced. A high leukocyte count would make the diag- 
nosis of brucellosis unlikely. Atypical lymphocytes, 
indistinguishable from those of infectious mononu- 
cleosis, may appear in the blood in large numbers, 
but in brucellosis, the titer of sheep cell agglutinins is 
not significantly elevated as it is in infectious mono- 
nucleosis. The sedimentation rate is variable. It may 
be elevated in about half of the patients. Histologic 
examination of material obtained by biopsy from the 
liver, lymph nodes or spleen may lead one to suspect 
brucellosis if granulomas are found. 


Treatment 


The patient with brucellosis can be given prompt 
relief by the use of any one of several antibiotics. 
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Treatment with chlortetracycline or oxytetracycline 
nearly always leads to remarkable and immediate im- 
provement. Frequently patients, especially wit!) infec- 
tions caused by Br. melitensis and Br. suis, have mild 
recurrences but these usually respond to a second 
course of treatment. One of the most gratifying results 
with either of the tetracycline antibiotics is the re- 
sponse of serious complications. There have been 
apparent cures of Brucella spondylitis, arthritis, severe 
purpura and meningitis after their use. The results 
with chloramphenicol have been less satisfactory. 

Streptomycin has also been used in brucellosis and 
has produced some dramatic cures, but only when 
used in combination with the tetracycline derivatives 
or sulfadiazine. The combination of streptomycin with 
either of the tetracycline antibiotics is probably the 
most effective treatment, but should be held in reserve 
only for those serious cases not brought under control 
with a tetracycline antibiotic alone. Damage to the 
eighth nerve by streptomycin or dihydrostreptomycin 
may exceed that of uncomplicated brucellosis. 

Oxytetracycline or chlortetracycline should be 
given in doses of 0.5 Gm. three times a day orally for 
ten days. The dose of streptomycin, when used in 
conjunction, is 1.0 Gm. daily intramuscularly. Strepto- 
mycin should never be given alone. Penicillin is of no 
value whatever. Undoubtedly tetracycline HCl (Achro- 
mycin, Tetracyn) will also prove to be effective when 
it has been given adequate clinical trial. 

In addition to specific antibiotic therapy, two sup- 
portive measures are important. One of these is bed 
rest. Patients with brucellosis often improve markedly 
with bed rest alone, and sometimes recover completely 
with no other treatment. Such complications as 
spondylitis subside dramatically and even completely 
with bed rest. 

A second important supportive measure is reassur- 
ance. Many patients are emotionally shaken after a 
prolonged illness such as brucellosis and have difh- 
culty regaining their normal drive and ambition. The 
greatest harm can be done to such individuals by 
physicians who fail to recognize that their symptoms 
are those of convalescence rather than active infec- 
tion. Further treatment with antibiotics or vaccines 
will produce no real improvement during conva- 
lescence, and the consequent discouragement may 
lead to an attitude of hopelessness. Many are driven 
by improper convalescent care into a state of chronic 
emotional invalidism. The most important form of 
treatment during convalescence is the assurance from 
the physician that the patient is on the road to full 
recovery. He should be encouraged and even urged, 
at this point, to resume gradually his usual activities, 
and to ignore his inclination to remain inactive. 
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When industrial compensation or litigation is a factor, 
the post-thrombophlebitic syndrome is often more disabling than 
need be. Sometimes the family physician aggravates this tendency 
by being overprotective. Actually he is in an ideal position 

to educate, reassure and treat the patient 

according to a practical plan of rehabilitation. 


Management of the Post-Thrombophlebitic Syndrome 
in Which Compensation Is a Factor 


BY ROY J. POPKIN, M.D. 
Los Angeles, California 


A commun problem for the physician engaged in 
industrial medicine and surgery is rehabilitation of the 
patient suffering from the post-thrombophlebitic syn- 
drome. This problem is of considerable importance 
when compensation or litigation is involved. In its 
treatment the family physician is often a powerful 
influence in aiding and hastening the return of the 
patient to normal activity. 

The purpose of this paper is a plea to the family 
physician to take an active part in the encouragement, 
rehabilitation and guidance necessary to return this 
type of patient to useful activity. This is especially 
important in the management of the industrially in- 
jured, or the patient in whom there is litigation in- 
volving cash damages for the injury which resulted in 
the thrombophlebitis. It is in these patients that the 
greatest and most prolonged disability often exists. 
Much of this disability is avoidable. 

Regardless of the fact that these patients are often 
under the care of an insurance physician, the family 
physician is the one usually turned to for treatment 
and advice. He has the confidence of the patient and 
is ina better position to explain and supervise a pro- 
gram of rehabilitation. 
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The post-thrombophlebitic syndrome in the lower 
extremities is the one usually encountered. The symp- 
toms appear shortly after the acute phase of the 
thrombophlebitis subsides. The deep calf veins or the 
deep thigh veins are usually involved. 

The most common symptom is swelling of the in- 
volved lower extremity following prolonged de- 
pendency. The swelling is associated with stiffness, 
increased warmth, aching and heaviness. Even mild, 
but persistent venous stasis is often followed by 
osteoporosis, with resulting bone pain. Cramping or 
restless legs often occur at night, disturbing sleep. The 
edema is often absent by morning. Complications such 
as dermatitis, ulceration, pigmentation and inflamma- 
tion, if they do occur, come on much later. 


Program of Treatment 


Once the edema and inflammation of acute throm- 
bophlebitis have disappeared, increased physical ac- 
tivity is necessary. This increased physical activity 
and prevention of edema are the keystones of treat- 
ment. The following routine should be carried out, as 
soon as possible. Attention to detail is important. 
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Figure 1. During the day, whenever possible, the legs should be 
placed in the horizontal position. If this is not practical, the foot 
should be rotated on the ankle frequently, so that the calf muscle 
contraction can aid in forcing edema fluid out of the extremity. 


1. The foot of the bed is raised 4 to 6 inches. This 
is best accomplished by placing blocks on the floor and 
setting the foot of the bed on them. 

2. The first thing on arising, before the affected 
extremity is even placed over the edge of the bed, 
elastic bandages or stockings are applied. Bandages 
are preferable early in treatment. These should be 
applied snugly to offer adequate compression. If they 
are too loose, they do no good. If too tight they can 
be loosened. 

As the bandages are applied to prevent the occur- 
rence of edema, they must not be applied until the 
edema has completely subsided. It may be necessary 
to remove the edema by means of diuretics, or to keep 
the patient in bed with the feet elevated for a day or 
two. Bandages or stockings are not to be applied over 
swollen extremities. This is not their purpose. 

The bandages should be elastic with rubber ; 3-inch 
or 4-inch width is preferable. The care of the bandages 
and stockings is important. They should be washed 
frequently. When the elasticity has been reduced, 
compression is inadequate. In many instances they 
must be replaced every three to six months. Whether 
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bandages or stockings are worn, extras are needed, 
Daily alternation lengthens their period of usefulness, 

3. After the compression bandages are applied, the 
patient should be up and about with normal activity, 
At the onset, a midmorning rest of one-half to one 
hour may be necessary. With the bandages removed, 
the patient lies in bed with the feet elevated, alcohol is 
patted on and permitted to dry, baby powder is 
applied. At the end of the rest period, the bandages 
are reapplied. Another rest period may be necessary 
in midafternoon. In this way edema that has accumu- 
lated in the previous hours is removed. 

4. During the day, whenever possible, the legs 
should be placed in the horizontal position. If this is 
not practical, the foot should be rotated on the ankle 
frequently so that the calf muscle contraction can aid 
in forcing edema fluid out of the extremity (Figure 1). 
Some patients carry a small folding stool. This stool 
can be opened whenever necessary so that the legs 
may be rested. In long car rides, the legs should be 
straightened out. It is best to ride in the back seat 
with the legs across the entire seat. 

5. A low-sodium diet may aid in the prevention of 
edema. A dietary restriction of 800 mg. to 1 Gm. of 
sodium per 24 hours, is usually adequate. 

6. Aching and restlessness of the legs are occasion- 
ally present at night. These are often corrected by 
bedtime use of Benadryl, 50 mg., quinine, 300 mg., or 
a warm sitz bath for about ten minutes, using | |b. of 
baking soda to a tubful of water. A combination of 
these measures may be necessary. 

7. Itching of the skin of the affected extremity is 
often due to edema and dermatitis. A mild antihista- 
minic during the day often helps. Scaly, itching, 
trophic skin lesions usually respond to a simple prepa- 
ration such as baby oil. Detergents should never be 
used in washing the skin. The usual face soaps are 
sufficient. 

8. Ringworm should be actively treated. Caustic 
preparations containing phenol, salicylates or benzoic 
acid should not be used. Potassium permanganate 
soaks or the newer preparations containing undecylenic 
acid compounds are advisable. 

As the tendency to edema formation lessens, the 
rest periods can be gradually eliminated. After a 
period of several months of wearing elastic stockings 
or bandages and when the signs of edema (pitting or 
markings from the bandages) are no longer present, 
compression therapy may be dispensed with. The first 
day the edema returns, the bandages should be worn 
for another month. If signs of edema are again absent, 
the bandages are again left off. 

Once edema has disappeared, it may not return for 
several days or even months. Whenever it does, the 
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yse of compression therapy should be immediately 
reinstituted. Factors which cause a temporary return 
of edema are pregnancy, increased sodium intake, hot 
weather, local trauma and prolonged dependency. 

The patient should be advised to avoid local trauma. 
Shoes should be well-fitting, callouses and corns 
should be treated by an expert. If necessary the 
gcupation should be changed. This is important 
specially if the patient’s work carries risk of trauma, 
however slight. 


influences on Rate of Recovery 


The factors which prolong or increase disability are 
aried. The frustration and difficulty in making a 
atisfactory adjustment are common. The necessity of 
wearing elastic bandages or stockings, the leg con- 
siousness, the rest periods and dietary and other pre- 
autions are often irksome. The recurrence of swelling, 
ithough slight, makes many patients angry and re- 
entful. Transient pain in the affected extremity is also 
disturbing. The appearance of any pain, regardless of 
its cause, is often taken as an indication of a new 
attack or a flareup of the original thrombophlebitis. 
The development of varicose veins is an additional 
amnoyance, especially in women. The cosmetic result 
may be more important to them than all other symp- 
toms. In some patients, the conscious or subconscious 
far of embolism is also disabling. 

The factor of compensation or cash award definitely 
ilters the recovery of many patients. The family 
physician himself, in his protective capacity, may un- 
wittingly be an accessory. The physician often feels 
hat if his patient can show a greater and more pro- 
longed disability, the chances of obtaining a sub- 
stantial award are enhanced. In many cases, the family 
physician paints the gloomiest picture so that the 
largest possible judgment can be claimed. Further- 
more, the physician is often guided by the possibility 
that, in the event complications arise, he will be in the 
position to say he advised his patient properly. 

A patient who is recovering from thrombophlebitis 
should be told that the gloomy picture of ulceration 


and swollen, heavy legs is not necessary and is usually 


‘avoidable. The nature of the illness should be ex- 


plained. Patients often complain that no one has ever 
told them what the trouble was, what to expect, and 
the exact measures necessary to prevent exacerbation 
or aggravation. 

Once a patient has been given a satisfactory ex- 
planation of his illness and the measures necessary for 
his relief, rehabilitation is easier and quicker. The 
explanation often given is as follows: There are two 
sets of veins in the extremities carrying the blood back 
to the heart—superficial and deep. The deep veins are 
usually involved in the thrombophlebitis. They be- 
come closed off. The closure is either partial or com- 
plete. If a vein reopens or is only partially closed, it is 
often inadequate to carry the flow of blood out of the 
extremity. The blood therefore has to return by the 
reserve or collateral veins. These are chiefly super- 
ficial. Often they are inadequate to carry the load. The 
blood flow therefore is pooled or dammed back into 
the leg. 

This shifting of the venous blood flow to the super- 
ficial veins is the cause of most of the symptoms. This 
pooling of the blood must be combated. The measures 
outlined aid in this program. 

There should be no fear of a blood clot to the lungs. 
The clot itself is firmly fixed after the first day or so 
following its development. It becomes scarred and so 
firmly fastened to the vein wall that there is little 
possibility of breaking it loose. Recurrence or aggrava- 
tion of symptoms follow only on new trauma or lack of 
control of the swelling. 

Psychotherapy plays only a small part in the treat- 
ment of the majority of patients. It is used to allay 
fears and anxiety, and to encourage readiustment and 
rehabilitation. 

The patient should be advised that full recovery is 
not always possible, and that an actual cure (reopen- 
ing of the obstructed veins) is not likely. It should be 
explained that the symptoms are due chiefly to mechan- 
ical obstruction. With the regimen outlined the 
patient should be able to return to some form of useful 
activity. 


Clinical Research 


lvTms AGE of basic research, the physician whose interests 
at primarily clinical may feel that he has little to offer to 
the solution of problems of disease. Such sentiment disre- 
fards the fact that accurate observation and recording of 
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the clinical course of disease at the bedside will always be 
an essential part of medical investigation. The observant 
clinician both raises and answers questions for the funda- 
mentalist. His thoughtful notes are of great value, not only 
as concerns the individual patient, but in the general 
struggle against disease as well_—Puuip A. TUMULTY, M.D., 
J.A.M.A., 156:947, 1954. 
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Asthma in Children 


“Respiratory allergy’ is common in infants and children— 
often takes the form of asthma. In this syndrome, 

infections often play a considerable part. 

Therapy is directed to (1) elimination of food allergens, 

(2) hyposensitization treatment with inhalant allergens, 

(3) complete eradication of infection and (4) proper attention 
to psychologic-asthmatic relationships. 


BY VINCENT J. FONTANA, M.D. 


New York, New York 


THE BELIEF is still unfortunately prevalent that chil- 
dren will “outgrow” their asthma. This thought, in 
conjunction with an unwillingness of some parents to 
subject their children to the “needles” which they in- 
variably associate with a visit to the allergist, has been 
responsible for serious symptoms in the asthmatic 
child, with resultant irreversible changes. 

More than 5 per cent of the general population 
suffers from some form of allergy, and more than 50 
per cent of adults with allergic manifestations relate a 
childhood history of allergy. These facts would indi- 
cate that allergic disease is not self-limited. Indeed the 
tendency is for the hypersensitive child to “outgrow” 
one allergy and develop another. 

It is therefore important for the parents to be aware 
of this possibility and to use all available measures 
to prevent future sensitivities from developing in the 
asthmatic child. Certainly they should not wait for the 
child to outgrow the allergic condition before consult- 
ing a physician. 

It cannot be too strongly emphasized that the pre- 
vention of the allergic state is the initial phase of ther- 
apy. Both the parents and the physician must have a 
working knowledge and an awareness of the allergic 
problem existing in childhood. Only then, can gratify- 
ing results be secured. 

It has always been important to ascertain the cause 


of “wheezing” in infants and children. Schwartzman 
and Nau studied 151 cases of children admitted to the 
hospital with a “wheezing chest.” Thirty-nine per cent 
of these cases had symptoms which were attributed to 
allergic causes. The remaining 61 per cent had many 
diverse causes for the wheezing, not due to an allergy. 
The over-all mortality rate for this series was 6 per 
cent—a figure which should make one view with alarm 
the child with a “‘wheezing chest.” 

It is not difficult to mistake wheezing in an infant 
and younger child for an asthmatic episode unless ac- 
curate and reliable studies are undertaken for correct 
differential diagnosis (Figure 1). An incorrect diag: 
nosis of asthma is more frequently encountered in 
children because congenital malformations are not un- 
common and often produce a wheezing type of respira- 
tion. Unsuspected foreign bodies in the bronchi may 
also simulate signs and symptoms of asthma. It must 
be remembered that bronchial asthma is only one form 
of obstructive emphysema, albeit the most common 
form. 

In the differential diagnosis of asthmatic symptoms 
in children, some interesting conditions need to be 
considered. A tuberculous lymph node on the tracheo- 
bronchial tree can be the cause of intractable cough 
with asthmatic breathing in the infant. Pertussis 1s a0- 
other infection which may simulate asthma during 
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particular stage of the disease. The following condi- 
tions must also be considered as causes of persistent 
dyspnea in the infant or child: thymic compression, 
substernal goiter, stenosis due to a suppurating medi- 
astinal lymph node, foreign bodies in the air or food 
passages, subglottic laryngitis, bronchiectasis, pneu- 
monia and atelectasis. 


Etiology of “‘Respiratory Allergy” 


Respiratory allergy is not uncommon in infants. In 
fact, many allergists judge this to be the most com- 
mon of all childhood allergic manifestations. The term 
“respiratory allergy” refers to the reacting organs 
rather than to the eliciting agent which produces the 
symptomatology. 

The causes of a respiratory allergy therefore are not 
only airborne substances, but may be absorbed through 
the intestinal tract following ingestion, or may be 
absorbed through the skin. 

The most common etiologic factors in respiratory 
allergies are the inhalants, foods, drugs and micro- 
organisms. Although most allergic children with asthma 
show positive reactions on intracutaneous testings 
with the inhalants, the possibility of foods and infec- 
tion as causes of wheezing must be ruled out by most 
precise nutritional histories and complete search for 
foci of infection especially in the upper respiratory 
tract area. 

The relative importance of foods, inhalants and in- 
fection in the etiology of asthma in infants and chil- 
dren has long been a subject of debate. It is probably 
safe to say that foods are less important in the etiology 
of childhood respiratory allergy than the airborne 
allergens. 

In dealing with children it is important not to re- 
strict the diet nor to cast suspicion on foods without 
excellent reasons, because some mothers and children 
will use this as a starting point for major food phobias. 
It has been the trend recently to take a more conserva- 
tive attitude toward the importance of food in the 
cause of asthma. 

In contrast, there is general agreement as to the 
frequency of sensitization to the various allergens con- 
cerned in inhalant respiratory allergy. The pollens, 
fungi, housedust and animal danders are commonly 
recognized as allergens. The identification and localiza- 
tion of the particular eliciting factors present a com- 
plex problem which can only be solved successfully by 
an exacting and meticulous method of examination 
entailing (1) a comprehensive and highly accurate 
history, (2) a thorough clinical investigation by labora- 
tory examination and (3) cutaneous testing with the 
necessary allergens (Figure 2). A cooperative and in- 
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Figure 3. Materials used in the event of a constitutional reaction 
after skin testing or injection treatment. Epinephrine, Antihista- 
mine, Tourniquet, Syringe. 
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telligent parent can provide a clinical history furnish- 
ing clues that will excel all other diagnostic methods. 
Before the physician can attempt any intelligent skin 
testing, he must be aware of the patient’s complete 
personal allergic history. 


Diagnostic Considerations 


Immediate or wheal reactions by intradermal skin 
testing with the inhalants may be expected to be posi- 
tive in most instances of asthma caused by inhalants. 
This is not so in asthma due to the ingestion of foods. 
Skin testing with the foods is not reliable and can be 
confirmatory only after definite clinical symptoms have 
been uncovered by history. 

The extracts of various pathogenic bacteria of the 
respiratory type have been used for intradermal test- 
ing in the determination of a possible bacterial allergy. 
It is generally felt that the microorganisms causing 
infectious asthma cannot be identified by means of the 
immediate urticarial type of skin response. A delayed 
or tuberculin-type reaction which occurs in 24 hours 
may often indicate the degree of sensitivity to the bac- 
terial allergen involved. In general, skin testing with 
bacteria is not a reliable means of diagnosis and affords 
only a rough index of the patient’s cutaneous reaction 
to the particular allergen. 

A precise clinical history and the results of skin 
testing should be correlated with laboratory informa- 
tion in order to insure a more accurate diagnosis. A 
blood leukocyte and differential count will in many 
cases give indication of an infectious asthma. Hemo- 
globin determination is another useful laboratory pro- 
cedure. So too are smears from sputum for eosinophils, 
fungi and tubercle bacilli; cultures and smears from 
nose and throat in order to determine whether the 
patient’s symptoms are truly allergic, infective or both. 
A chest x-ray is always an aid in questionable cases of 
dyspnea. The possibility of sinus infection can be 
ascertained by complete x-ray studies of the sinuses. 


Infection in Asthmatics 


The role infection plays in childhood asthma is still 
a subject of much controversy, Chobot, Uvitsky and 
Dundy, in an attempt to indicate the relative impor- 
tance of infection in childhood asthma, studied 400 
children whose asthma began before they were 3 years 
of age. 

These authors found that about 87 per cent of the 
asthmatic children showed the infective factor alone or 
in combination with a food or inhalant as the cause of 
their asthma. Thirty per cent showed infection to be 
the sole cause of their asthmatic episodes. These fig- 
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ures would indicate that infection is one of the |: ading 
causes of asthma in infants and children, with foods 
playing a subordinate role and inhalants less impor- 
tant than previously considered. 

Infection may influence the course of an existing 
allergy in one of two ways depending upon the nature 
of the infection. With the acute infectious diseases 
such as pertussis, measles, mumps, chickenpox, roseola 
infantum and the epidemic viral infections, allergic 
symptoms are usually improved at the peak of the in- 
fection. 

With upper respiratory infections and chronic in- 
fections, the allergy is usually aggravated or intensi- 
fied at the peak of the infection. The fact that infection 
plays an important role in childhood asthma may be 
overlooked because of the lag between contact with 
the cause and the development of the asthmatic effect, 
the lack of positive verifying skin tests with the antigen 
and the relative absence of those sequelae of respiratory 
infections so obvious in the adult. 

Little is known of the mechanism of the reaction in 
infective asthma. This is due to the fact that a differ- 
ent mechanism seems to be involved when the bacterial 
invasion leads to an allergic response as contrasted to 
the mechanism characteristic of the usual infective 
process. 

The following criteria as stated by Cook are usually 
fulfilled before making a diagnosis of bacterial or in- 
fective asthma: (1) past personal and family history of 
allergy; (2) repeated respiratory infections associated 
with or promptly followed by asthma; (3) a typical 
asthmatic chest without parenchymatous involvement 
of the lung; (4) eosinophilia (the higher eosinophil 
counts are more likely to be found in the infective, 
rather than in the food or inhalant type of asthma); 
(5) leukocytosis and an increased sedimentation rate; 
(6) results of antibacterial therapy; (7) improvement 
promptly on the removal of the infected focus in prop- 
erly selected cases; (8) isolation of pure cultures of 
pathogenic organisms from suspicious foci of infection; 
(9) the ability to produce an attack of asthma with a 
given dose of autogenous vaccine. 

The most common source of focal infection in chil- 
dren is within the lymphatic tissue of the nasopharynx. 
Mainly, the tissue involved is that of the tonsils and 
adenoids. The importance of this area lessens as the 
tissue disappears and the child grows older. 


Treatment of Infection 


The first step in the management of allergy with 
chronic infection usually necessitates the removal of 
the foci of infection and good treatment for the allergy 
that exists. This brings forth the question of tonsillec- 
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tomy in the allergic child. It cannot be too strongly 
emphasized that the complete surgical removal of all 
infected tissues is essential in the intelligent approach 
and management of infective asthma in childhood. At 
the same time, one must keep in mind that edema is a 
factor in the enlargement of tonsils and adenoids in 
allergic children. This edema is responsible for the 
large, pale, boggy and succulent tonsil which may be 
mistaken for a chronic infection in this lymphatic tis- 
sue. This type of tonsil, when coupled with the symp- 
toms of an allergic reaction, gives a clinical picture 
often mistaken for recurrent upper respiratory in- 
fections. 

Unless the physician is aware that this type of aller- 
gic reaction in the lymphatic structures of the naso- 
pharynx is not indicative of an infection, many tonsils 
and adenoids will be needlessly removed. In such cases, 
tonsillectomy and adenoidectomy will not alleviate the 
asthmatic episodes. 

The indiscriminate removal of lymphatic tissue may 
result in both emotional and physical harm to the 
young allergic patient. The indications for removal of 
tonsils and adenoids should be the same in both the 
allergic and the nonallergic child. A tonsillectomy 
should command all the respect due to a major opera- 
tion. 

Moreover, if the operation is not meticulously and 
completely performed, tonsillar remnants are left 
which are often more harmful than the original tonsil. 
The wholesale removal of large uninfected tonsils for 
prophylactic reasons is without value, is detrimental 
and should be condemned. 

Since it is often difficult to remove completely the 
nasopharyngeal tissue which is infected, something 
more than surgery is necessary. Since this lymphoid 
tissue is an integral part of the mucous membranes of 
the nasopharynx and is exceedingly susceptible to 
hyperplasia under the stimulus of infection in allergy, 
the irradiation procedures advocated by Crowe and 
Ward appear to have a definite place in the treatment 
of infective asthma. Spain and Weymuller have re- 
ported that this method is successful in a great ma- 
jority of asthmatic children with residual infected lym- 
phatic tissue in the nasopharynx. 

The various antimicrobial agents have great value 
in the treatment of infective asthma. Antibiotics, in 
conjunction with the removal of the foci of infection 
and the use of radiation therapy, usually bring about 
excellent results in the treatment of this disease. Aero- 
sols of the antibiotics are of real value in combating 
infection of the lower respiratory tract. 

There is also indication for the use of antibiotics as 
a method for prevention of infectious asthma in chil- 
dren who have had recurrent attacks of asthma caused 
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by respiratory infection. These agents have decreased 
the incidence of infection and the subsequent develop- 
ment of an asthmatic attack. In conjunction with the 
prophylactic medication, the allergic and other medical 
management should be continued. 

It is also important to keep the child from coming 
into contact with infection. At times a mother with a 
chronic sinusitis or another sibling with a chronic ton- 
sillitis is a source of infection and the cause of progres- 
sive symptoms of asthma. 

In the therapy of infective asthma, the use of bac- 
terial vaccine injections, autogenous or stock, may be 
helpful in some cases. The best results with immuno- 
therapy are obtained in those patients in whom asthma 
is elicited by very small doses of the bacterial vaccine. 

In cases of infective asthma where positive intra- 
dermal reactions are obtained to extracts of pollens, 
nonseasonal inhalants or foods which are verified by 
clinical history, treatment depends upon the identifica- 
tion of the offending allergens and their elimination or 
avoidance. Sensitization to many of the inhalants and 
all the foods can best be handled by the principle of 
avoidance and escape. Sensitization to the pollens or 
dust can best be managed by active immunization treat- 
ment (Figure 3). 

In the management of infective asthma, one must 
not overlook the causes of noninfective asthma that 
may exist in the same child. Both the intrinsic and ex- 
trinsic causes of bronchial asthma must be actively in- 
vestigated and simultaneously treated. On this plan 
rests the success or failure of treatment of asthma in 


childhood. 


Symptomatic Therapy 


In the symptomatic therapy of asthmatic children, 
careful judgment must be used in the choice of drugs. 
Unfortunately, many of these children suffer from 
overtreatment. It is therefore important to choose the 
drug which will not disturb one function while treat- 
ing another. The allergic drugs may be classified as 
follows: 

(1) General cellular stabilizers which sometimes aid 
in the prevention of allergy. These include protein in 
adequate amounts and the various vitamins and 
minerals. 

(2) Smooth muscle relaxants, such as aminophylline, 
which give relief from the spasm of the bronchial mus- 
culature. A very effective medication for children is 
the Aminet Suppository (Bischoff). One suppository 
rectally for wheezing at night usually suffices for se- 
vere cases of asthma. Aminophylline may also be used 
intravenously. 

(3) Sympathomimetic smooth muscle relaxants such 
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as epinephrine and ephedrine. A very effective mixture 
for children consists of the following: 


Codeine sulfate 0.25 Gm. 
Syrup of ephedrine 120.00 cc. 
Label: One teaspoonful every 4 hours for wheezing. 


The paroxysmal cough usually associated with the at- 
tack is also controlled by this medication. Epinephrine, 
1:1000 by subcutaneous injection in doses of 0.1 to 
0.3 cc., may also be used. Epinephrine solution, 1:100 
can also be used cautiously and sparingly for spraying 
the throat. 

(4) Antihistaminics have been used with little symp- 
tomatic relief in the treatment of asthma. Their value is 
more obvious in the allergic states characterized by 
pruritus, edema and urticaria. The “drying” effect of 
the antihistamines may aggravate the asthmatic epi- 
sode, with the formation of a thick mucous plug which 
is difficult to raise. 

(5) Recent widespread interest in the use of the 
various sympathomimetic aerosols has given them a 
prominent place in the management of bronchial asth- 
ma. Isuprel, 1:200, and Vaponefrin are the more com- 
mon aerosols used with good results. 

(6) The steroid hormones, ACTH and cortisone, 
have been evaluated and accepted for their clinical use- 
fulness in the symptomatic therapy of bronchial asth- 
ma. Their effect on status asthmaticus is without doubt 
dramatic in the majority of cases. Clinical experience 
has now indicated that the relief afforded by these 
hormones is temporary and not curative, the asthma 
reappearing after the discontinuation of the medica- 
tion. The use of these drugs is not without danger, and 
should be limited only to those cases of status asth- 
maticus in which all other medications have proved 
ineffective. Then the steroid hormones are used to 
“tide” the patient over a severe episode. Infants and 
children react to these agents essentially as do adults 
except that they require larger doses in proportion to 
their body weight. These hormones do not interfere 
with the results of the immediate wheal type of reac- 
tion employed in skin testing. They can therefore be 
used in the patient with status asthmaticus in con- 
junction with skin testing procedures to uncover the 
allergen. 

(7) Bronchoscopy is indicated in an intractable case 
of asthma refractory to all medications, in order to 
prevent a moribund patient from becoming asphyxi- 
ated by accumulated mucus. The breaking up of a 


chronic asthmatic state by the removal of a single 
mucous plug is not an uncommon event. 

In addition, the patient’s mother should be instruct- 
ed that when an asthmatic attack threatens, as shown 
by irritability, lassitude, loss of appetite, pallor and 
nasal congestion, the child should be put to bed and a 
record kept of his temperature. At the same time, the 
following suggestions may also prove helpful in the 
prevention and alleviation of an asthmatic episode: 
give the child one tablespoonful of milk of magnesia, 
emphasize fruits and vegetables, minimize the use of 
starch and meat, emphasize hot liquids. The mother 
should also be instructed to close the windows against 
damp or cold weather and open the door to a room 
adequately ventilated. 


Psychosomatic Aspects 


The concept that psychogenic factors play a large 
part in childhood asthma is greatly overaccentuated. 
Certainly one must be aware that psychic strains can 
definitely stimulate or aggravate asthma. It is quite 
another thing to consider the psychiatric force as the 
prime etiologic agent in some cases of childhood 
asthma. 

It is more acceptable to consider that behavior and 
mental attitudes have a definite physical effect on the 
child. Mental anxiety or emotional disturbances play 
the same role that excessive fatigue or any physical 
stress plays in tearing down a child’s physical resist- 
ance. Whatever the force, whether mental or physical, 
the balance nature has devised is destroyed and a free 
hand is given to the suppressed allergies. The alert- 
ness of the physician in obtaining a careful history and 
his ability properly to evaluate the family situation, 
determines to some extent whether he views the emo- 
tional implications as prominent or minimal. Many 
parents are aware that emotional disturbances precipi- 
tate attacks, so it is wise to include the psychologic 
aspect of treatment, but it should in no way preclude 
other therapy. 

The asthmatic child is usually irritable, overactive, 
unreasonable, suffers temper tantrums and sleeps 
poorly. The factors of fatigue, irritability and behavior 
problems have been rightfully ascribed in many cases 
to the allergic makeup of the individual. On removal 
of the causative agent, the patient not only becomes 
asthma-free, but there is a definite improvement in his 
behavior and mental attitudes as well. 
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Osteoarthritis 


Aging, injury, stress and inflammation 

cause articular changes in over 80 per cent of older people. 
Peculiar to women are Heberden’s nodes and heredity. 

Hip involvement (the most disabling form) is common in men. 
Diagnostically confusing radicular pain may result 

from arthritis of the spine. Since most oldsters have the disease, 
their spine and pelvic complaints must be evaluated beyond 

the demonstration of osteoarthritis of the spine. 

In management, weight reduction and physical therapy 

are most important. Useful drugs are hydrocortisone, 
phenylbutazone and salicylates. Surgery is rarely indicated. 


BY BERNARD M. NORCROSS, M.D., L. MAXWELL LOCKIE, M.D. 


AND JOHN H. TALBOTT, M.D. 


Department of Medicine of the University of Buffalo and the Buffalo General Hospital 


OsTEOARTHRITIS, Or more appropriately, degenerative 
joint disease, is a chronic joint disorder of late adult 
life that results from the stress of everyday use and the 
normal aging of joint tissues. Pathologic changes can 
be found in the articular structures as early as the 
second decade, and increase in frequency and severity 
until over 80 per cent of individuals demonstrate such 
abnormalities by the fifth and sixth decades. Clinical 
symptoms, however, occur in only 5 to 10 per cent of 
these people. Because symptoms are often precipitated 
by an injury, this disease is extremely important in 
medicolegal situations. 

The exact mechanism producing degenerative joint 
disease is not known, but most authorities believe that 
everyday use, weight-bearing and consequent minor 
trauma to various joints are responsible. Any condition 
which increases the ordinary “wear and tear” on a 
joint will accelerate the changes of this disease. Because 
the weight-bearing joints are usually involved, obesity, 
trauma, structural abnormalities such as congenital 
dislocation, Legg-Calve-Perthes disease, aseptic necro- 
sis, damage from previous inflammatory arthritis and 
neuropathic disease predispose to, or aggravate degen- 
erative joint disease. This disease usually occurs in the 
generalized form with multiple joint involvement, but 
also occurs as a localized condition affecting only one 


GP March 1955 


or two joints. In the localized form, injury or struc- 
tural abnormalities may be responsible. 

Sex distribution is equal. Fingers, knees and cervical 
spine are involved more frequently in women, whereas 
the lower part of the spine and the hips are more often 
affected in men. Involvement of the terminal phalan- 
geal joints (Heberden’s nodes) appears to follow a 
hereditary pattern in the female. Such changes are 
found occasionally in the male, but are usually the re- 
sult of an injury, as in baseball players. Because the 
symptoms of degenerative arthritis begin in late adult 
life, it is difficult to evaluate whether the menopause 
precipitates this disease in women. Focal infection is 
not an etiologic factor. 


Pathology 


The earliest pathologic change consists of small ero- 
sions of the articular cartilage, caused by degeneration 
of the hyaline cement substance which results in fray- 
ing (or fibrillation) of the cartilaginous structure. As 
the erosions spread to the periphery or extend deeper 
into the cartilage, several reactive changes occur: At 
the margin of the joints where cartilage and synovia 
blend, there is active proliferation of primitive cells 
with metaplasia to cartilage or bone, producing mar- 
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ginal “‘lipping,” osteophytes or bony spurs. Deeper 
ulceration of the cartilage results in the exposure of the 
subchondral bone which becomes hard and more dense 
(eburnated) because of its contact with opposing de- 
nuded bony surfaces. 

The constant friction of joint motion causes more 
damage, and marked irregularity of the cartilaginous 
surface results. Fragments of cartilage or bone. and 
occasionally synovial villi may break off and form “loose 
bodies” or “‘joint mice.” 

The subchondral bone marrow space sometimes re- 
veals evidence of irritation with increased vascularity 
and formation of granulation tissue. This granulation 
tissue may even break through the subchondral bone 
and invade the cartilage from below. ‘Detritus cysts” 
are not infrequently seen in this region of the sub- 
chrondral bone due to osteolytic absorption and fibrous 
tissue replacement. 

The final stage of osteoarthritis is demonstrated by 
complete loss of hyaline cartilage from the articular sur- 
faces, replacement with dense (eburnated) bone, loss of 
joint space and osseous bridges in certain joints or 
the interspinous ligaments. True ankylosis or joint 
effusions which are frequent in rheumatoid arthritis, 
are rarely encountered in osteoarthritis. Most of the 
pathologic changes are evident in the roentgenograms 
of the affected joints. 


Laboratory Findings 


There are no significant laboratory findings in this 
condition. The blood sedimentation rate, blood count, 
serum uric acid and other blood chemical analyses are 
within normal limits. When abnormal blood chemical 
findings are present, we must remember that more 
serious diseases coexist with osteoarthritis. This is es- 
pecially true in the spine (see under diagnosis). 


Clinical Characteristics 


The earliest symptoms are usually mild and insidious 
in onset but are occasionally precipitated abruptly by 
relatively minor trauma. The initial complaints are mild 
stiffness and aching in or around the affected joint, 
often more marked after sitting or upon arising in the 
morning. These symptoms may disappear as soon as 
the joint is used. However, with weight-bearing joints, 
such as the hip or the knees, pain is first noticed on 
walking, prolonged standing or going up and down 
stairs. 

Fingers. In women, involvement of the distal phalan- 
geal joints of the fingers (Heberden’s nodes) is fre- 
quently the first evidence, and is considered to be the 
most characteristic change of the disease. This en- 
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Figure 1. Heberden’s nodes. Note the absence of proximal phalan- 
geal joint changes. 


largement may be gradual and relatively painless, or 
can be sudden with redness, swelling and pain that is 
often mistaken for infection. Heberden’s nodes may 
occur in one or all fingers, may be relatively static or 
may progress, producing marked enlargement, de- 
formity or distortion of the terminal phalanx of the 
finger. They are often painless except when bruised or 
when the fingers are used excessively (Figures I to 3). 

The other commonly affected joints are the neck, 
spine, knees and hips, where symptoms are dependent 
on anatomic considerations, and other factors such as 
weight-bearing. 

Spine. In the spine, the most frequent pathologic and 
x-ray findings are marginal spurring, thinning of the 
intervertebral discs and growth of osteophytes into the 
intervertebral foramina producing compression of the 
nerve roots. Therefore, symptoms of degenerative dis- 
ease of the spine may be localized aching and stiffness, 
or radicular because of nerve root irritation. Any 
process which increases intraspinal pressure, such as 
coughing, sneezing or straining at stool, will aggravate 
radicular pain. 

In the cervical region of the spine, such symptoms 
may consist of headache, sometimes of a bizarre nature, 
earache, sore throat, neuritic pains in the shoulders or 
arms, paresthesias and even muscular weakness in the 
upper extremities. There is usually pain and limited 
motion of the neck, with aggravation of pain on quick, 
unguarded motion or jarring of the head and neck. 

Similar involvement of the dorsal spine can produce 
intercostal pain, pain simulating angina pectoris and 
even abdominal symptoms. 
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Figure 2. Magnified view of Heberden’s nodes. 


Degenerative joint disease of the lumbar spine pro- 
duces backache which is usually aggravated by heavy 
physical labor, bending, lifting and prolonged stand- 
ing. It is also responsible for radicular pain in the lower 
extremities that simulates sciatic neuritis or a herniated 
intervertebral disc. It must be remembered that osteo- 
arthritis of the spine, especially in the lumbar region, 
is part of the normal aging process and is almost in- 
variably present in older individuals. Most injuries to 
the lower back are not responsible for the osteoarthritis 
(unless the disease process is localized to adjacent ver- 
tebrae) but may precipitate or aggravate symptoms, 
usually for temporary periods (Figures 4 to 11). 

Knees. The knee joint is one of the most frequently 
involved joints, especially in the obese. Other factors 
which aggravate degenerative changes in the knee joint 
are previous injury to the menisci or the joint itself, 
and faulty weight-bearing mechanics. The usual symp- 
toms are aching pain on walking, especially going up 
and down stairs, and stiffness after sitting or on aris- 
ing in the morning. Many patients complain of “‘grat- 
ing” sounds or sensations on motion which can be de- 
tected on palpation of the joint. There is usually no 
joint effusion or muscle atrophy as in rheumatoid arth- 
ritis (Figures 12, 13 and 14). 

Hips. Osteoarthritis of the hip joint (malum coxae 
senilis) is the most painful and disabling form of the 
disease. This condition is more frequent in men and 
may be primary or secondary. It is a frequent compli- 
cation of such conditions as Legg-Calve-Perthes dis- 
ease, congenital dislocation, fracture of the neck of the 
femur, avascular necrosis of the femoral head, Paget’s 
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Figure 3. Magnified x-rays of Heberden’s nodes. Note loss of joint 
space due to destruction of articular cartilage, marginal lipping 
and osteophyte formation, eburnated (dense) subchondral bone, 
deformity of the terminal phalanx. 


disease of the pelvis or femoral head, or a prior septic 
arthritis. 

There is usually an insidious onset of pain and stiff- 
ness in one hip. The pain is located in the groin, the 
anteromedial aspect of the thigh, or the knee region of 
the affected extremity. Although both hip joints are 
frequently involved, the disease usually affects one hip 
more than the other. The pain occurs on weight-bear- 
ing (standing, walking or arising after sitting for a pro- 
longed period), and the patient often complains of 
stiffness on movement and difficulty putting on his 
shoes or socks. Mild exercise may relieve his symp- 
toms, but continued movement will aggravate the dis- 
comfort. The patient walks with a noticeable limp due 
to the pain, limited motion of the hip and shortening 
of the affected extremity (Figures 15, 16 and 17). 


Diagnosis 


Degenerative joint disease usually offers no difficulty 
in diagnosis. The characteristic joints involved, the 
presence of radiologic evidence of osteoarthritis, the 
lack of constitutional symptoms (fever, weight loss, 
general malaise, fatigue, etc.), the absence of laboratory 
findings (anemia, elevated sedimentation rate, leu- 
kocytosis) and the absence of joint inflammation 
(effusion, heat, etc.) help distinguish this disease from 
rheumatoid and other inflammatory arthritides. Infre- 
quently, degenerative and rheumatoid arthritis coexist, 
and treatment must then be directed at the more im- 
portant joint disorder (usually the rheumatoid state). 

With spine or pelvic complaints and abnormal lab- 
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LEGENDS FOR ILLUSTRATIONS: 


Figure 4. Osteoarthritis of cervical spine. Localized changes involving fifth and sixth cervical 
vertebrae following trauma. Note the narrowing of the intervertebral disc, sclerosis and 
irregularity of adjacent bony surfaces, bony overgrowth particularly at the posterior por- 
tions of the vertebral bodies. 

Figure 5. Lateral x-ray of cervical spine. Demonstrating severe osteoarthritis particularly 
of the fifth, sixth and seventh cervical vertebrae, narrowing of the intervertebral discs and 
fusion of the sixth and seventh cervical vertebrae. Bony sclerosis and overgrowth of the 
posterior portions of the bodies of the fifth and sixth vertebrae. 

Figure 6. Oblique view of the same cervical spine seen in Figure 5. Note the osteophyte growth 
into the intervertebral foramina, producing compression of the nerve roots and signs of 
radiculitis. 

Figure 7. Osteoarthritis of lumbar spine. Notice the narrowing of the intervertebral spaces 
at L4 and L5, and the lumbosacral joint due to degeneration of the intervertebral discs. 
There is marked eburnation and bony hypertrophy at the margins of the adjacent vertebral 
surfaces. 

Figure 8. Osteoarthritis of lumbar spine (AP and lateral views) demonstrating narrowing 
of the intervertebral spaces between L1 and L2, L2 and L3 due to degenerative changes of 
the intervertebral discs. There is sclerosis of the vertebral surfaces and marginal hyper- 
trophy (lipping). Tilting of the spine is caused by greater destruction of the disc on the left 
side of the spine. 

Figure 9. Severe osteoarthritis of the lumbar spine. Severe lipping and bony spurs, nar- 
rowed intervertebral spaces due to destruction of the intervertebral discs. The bony spurs 
have fused, producing complete bridges between several adjacent vertebrae. 

Figure 10. Photograph of the spine of a skeleton demonstrating osteoarthritic changes, simi- 
lar to those noted in Figure 9. The intervertebral discs are destroyed; there is marked 
marginal overgrowth and practically fusion of bony spurs. 

Figure 11a and b Localized post-traumatic osteoarthritis involving the apophyseal joint at 


the lumbosacral region. Notice the eburnation, osteophyte formation and narrowed apo- 
physeal joint space. 
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Illustrations by Melford D. Diedrick, Director of Medical Illustrations, 
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Figure 12. Pathologic changes of osteoarthritis of the knee joint. 
There is fibrillation and erosion of the articular cartilages. (Re- 
produced by permission of the Medical Division of Sharp and 
Dohme, Inc.) 


oratory findings, remember that osteoarthritis is almost 
invariably an “incidental finding” in older patients, 
and search for other diseases that may be responsible 
for the symptoms. Such procedures as the blood cal- 
cium and phosphorus, acid and alkaline phosphatases, 
albumin and globulin, the presence of Bence-Jones 
proteinuria may lead to the diagnosis of metastatic 
cancer, multiple myeloma, Paget’s disease, osteogenic 
sarcoma, osteoporosis, etc. Careful neurologic exami- 
nation may detect a spinal cord tumor or a protruded 
intervertebral disc. Sudden onset of symptoms with 
no history of trauma, or the presence of constitutional 
symptoms should suggest the possibility of a coexisting 
disease, even in the presence of definite radiologic 
evidence of osteoarthritis. 


Treatment (General Measures) 


We should realize that we are treating a degenera- 
tive process of aging and that the pathologic changes _—Figure 13. Moderate osteoarthritis of the knee joints. There art 
in cartilage and bone are not reversible but that the tous osteophytes at the medial joint margins and gi pry oad 
patient’s symptoms can be partially or completely 


due to thinnit the cartilage. 
lieved. It should also be remembered that osteoarthritis 
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jgusually not a disabling disease, except in the case of 
gyere hip joint involvement. We should reassure the 
patient that this disease is not crippling or deforming, 
gud that most patients can obtain relief of their symp- 
toms. 

The patient must appreciate that excessive use of 
fis joints is damaging and that he must not exercise 
the involved joints continuously in the erroneous belief 
hat this will prevent loss of joint motion. One of the 
fost important measures of treatment is reduction of 
weight, when the back or lower extremities are affected 
ipan obese individual. Unless the patient is willing to 
epoperate in the matter of diet, treatment will be inef- 
fective, and the patient should be so informed. 

Physical therapy is an extremely valuable method of 
ffeatment in osteoarthritis. All forms of heat are bene- 
feial, whether it is a baker, infrared lamp, hot wet 
heat, paraffin or contrast baths, short-wave or micro- 
Wave treatment. 

The infrared bulb, which is inexpensive, can be 
ised conveniently at home several times daily, at a 
distance of two to three feet with a great deal of relief. 
Hot paraffin baths or contrast baths will frequently 
telieve the discomfort of Heberden’s nodes. 


Figure 14. Severe osteoarthritis of the knee joint. There are loose 
bodies ("joint mice”) in addition to the bony overgrowth and the 
narrowed joint space. 
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Gentle stroking massage to the fingers (similar to 
putting a glove on the finger) usually lessens the pain 
and may even reduce the swelling of the Heberden’s 
nodes. Short-wave or micro-wave is frequently the most 
effective method of alleviating pain in the spine or hips. 
Hot wet packs often give more relief than dry heat and 
should be used when possible. A carefully planned 
program of corrective exercises is necessary in many 
patients to improve faulty weight bearing or postural 
defects and to obtain more normal joint function. 

When the cervical spine is affected, neck stretching 
exercises, with the use of a sling and head traction, are 
very helpful. It is usually best to begin with a small 
amount of traction to avoid aggravation of symptoms. 
Very often, relief is obtained by simple methods, such 
as firm mattress, bed board and the use of a small pil- 
low to prevent flexion of the neck. X-ray therapy to the 
cervical region may also be beneficial. In addition to a 
good mattress and bed board, patients with involve- 
ment of the lower back often require a period of com- 
plete bed rest, traction or a lower back support, for 
maximum improvement. 

The use of plaster leg casts or other orthopedic 
measures (knee supports, arch supports, metatarsal 
bars, crutches, etc.) may be necessary to correct faulty 
body mechanics. 


Drug Therapy 


The intra-articular injection of hydrocortisone has 
been of considerable value in relieving the symptoms 
of osteoarthritis. It must be injected with sterile tech- 
nique to prevent introduction of infection into the 
joints. Small amounts of this drug injected into Heber- 
den’s nodes often reduce the soreness and even the 
swelling of the finger joints. The larger joints are very 
simple to inject with the exception of the hip joint. 
(About 50 per cent of hip injections are failures because 
the drug is not injected within the capsule of the 
joint.) Pain relief is often excellent and in some pa- 
tients will persist for several weeks. No harmful effects 
of hydrocortisone have been noticed in our patients, 
even after repeated injections into the same joint. 

The use of systemic cortisone, hydrocortisone or 
corticotrophin therapy is generally of no benefit and is 
not recommended in osteoarthritis. Phenylbutazone 
will relieve the pain of some patients with osteoarthri- 
tis (especially the hip joint) but should not be used 
routinely because of its toxic effects on the bone mar- 
row and its sodium and water retaining properties in 
the older individual. If it is employed, it should be 
used for a short period (one week or less) to relieve 
acute symptoms only. 

Salicylates given in sufficient dosage will frequently 
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Figure 16. Severe osteoarthritis of the other hip of the same patient 
seen in Figure 15. The osteoarthritis was secondary to an injury 
and septic arthritis of the hip joint. Notice the loss of the joint 
space particularly at the acetabular margin due to destruction of 
cartilage, eburnation of bone, flattening of the femoral head, cystic 
areas in the head of the femur, marginal osteophyte formation. 
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relieve most of the pain in these patients. ()piates 
should be avoided because many patients with « hronic 
pain find it very difficult to dispense with their usage. 
Vitamin-B complex (rather than thiamine alone) is 
frequently beneficial in patients with nerve root pain, 
We prefer to use a potent oral rather than injectable 
preparation, because of occasional severe reactions. [n 
some patients, massive doses of vitamin B,, (1,000 
mcg.) in weekly injections appear to be effective, es- 
pecially when the symptoms are mostly radicular in 
origin. We do not employ thyroid substance or estro- 
gens routinely unless there are findings that suggest a 
deficiency of these hormonal agents. 


Surgical Treatment 


Surgical procedures are seldom necessary in the 
treatment of osteoarthritis. If such procedures are 
contemplated, many factors should be considered. 

Do the age and the general physical condition of the 
patient warrant the possible discomfort and expense of 
the procedure, and will it result in relief of pain or im- 
provement in his activity or usefulness? 


Figure 17. niidins of the hip joint in osteoarthritis. (1) Eburnation 
of exposede ortical bone due to the continued trauma of motion. 
(2) Erosion of the articular cartilages. (3) Marginal lipping 
(bony exostoses). (Reproduced by permission of the Medical Division 
of Sharp and Dohme, Inc.) 
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The following operative procedures are used occa- 
sionally : obturator neurectomy, arthroplasty, arthrode- 
sis, arthrotomy with débridement or removal of loose 
bodies, and synovectomy. These procedures are per- 
formed only as the individual merits of the case dic- 
tate. Rarely, it is necessary to remove an osteophyte 
from an intervertebral foramen in the cervical spine to 
relieve radicular pain. Usually in this age group, an 
operation on the lumbar spine to remove a protruded 
intervertebral disc or to perform a surgical fusion does 
not result in appreciable improvement for the patient. 
The other procedures are reserved for severe hip or 
knee joint involvement. 

Obturator neurectomy, while not an ideal procedure, 
will often relieve most of the severe hip pain and is 
usually considered for an elderly patient who does not 
require much walking or physical activity. Arthrodesis 


of the hip joint can also be done in an older individual 
when it is necessary to relieve pain and improved mo- 
tion of the joint is not an important consideration. If 
improved motion and activity are essential, as in a 
young patient. a cup arthroplasty. or replacement of 
the femoral head with a prosthesis is the preferable 
operation. Occasionally when only one hip is involved 
with severe pain and practically no motion is present, 
arthrodesis may be the best procedure to secure a 
stable, painless hip. 

Arthrotomy is sometimes performed on a knee joint 
to remove osteophytes, marked cartilaginous irregulari- 
ties or loose bodies (“joint mice”), and thus prevent 
further damage to the joint. Synovectomy is rarely 
indicated, unless a hyperplastic villous synovial mem- 
brane interferes with joint function, and in the absence 
of extensive damage to the other joint structures. 


HERE ARE TWO HELPFUL HINTS... 
bY J. HERBERT NAGLER, M.D., PHILADELPHIA 


To Detect Cardiac Arrhythmias 


A SLIGHTLY IRREGULAR PULSE may differ only slightly from a 
regular one, but the two should be distinguished if at all 
possible. Precise differentiation is quite easy with the 
electrocardiograph, but this may not always be available. 
A simple maneuver may however be applied to the prob- 
lem, and may point out the presence or absence of a regular 
pulse. 
With the blood-pressure cuff in place, inflate to 2 or 4 
millimeters above the diastolic pressure (keeping pressure 
fixed), and listen to the pulse beat at the antecubital fossa 
in the usual manner. A regular pulse will sound regular. 
Any other will have occasional dropped beats, or will cause 
larger and smaller excursions of the pressure indicator, 
loud and soft sounds, or other irregularities. The quality 
of the audible beat and the height of the visual vibration 
work together to point out irregularities, which then may 
be evaluated as indicating atrial fibrillation or some other 
arrhythmia. 

Auscultation of the heart or finger palpation of the pulse 
is usually adequate to detect a cardiac arrhythmia, but a 
small difference in quality, fullness or rhythm may be hard 
to hear or to feel. As some of the weaker beats are “blocked 
out” by the method described, while stronger ones con- 
linue to be seen or heard, there will be distinction not of 
fine gradations of quality but of sound or no sound, pulse 
or no pulse, for a beat or two. The result is that the irregu- 
larity is magnified, as it were, and is much easier to detect. 
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Count the Pulse in Five-Second Periods 


SLIGHT DIFFERENCES in pulse rate may appear for only a few 
seconds at a time. Although usually these variations are of 
no significance, it may occasionally be of value to recognize 
the fact that the pulse may change by 10 to 30 beats per 
minute in the course of a few seconds. On rare occasions, 
such changes may represent the appearance or disappear- 
ance of a cardiac arrhythmia during the examination, and 
are therefore worth noting. 

One method of making this observation is quite simple, 
and requires no difference in method of pulse-taking except 
interest in the problem. It may give information otherwise 
obtainable only with electrocardiography. The physician 
should get in the habit of checking the pulse in 5-second 
periods, and counting three or four such before multiplying 
out. Thus, three or four consecutive 5 counts signify a pulse 
rate of 60 (there are 12 5-second periods in a minute), 
6’s mean 72; 7’s, 84; 8's, 96; etc. Alternating 5 and 6 mean 
66; 6 and 7, 78; 7 and 8, 90. Such a combination as a 5, 
5 and 6 means 64, etc. In each case no change is made in 
the computation, merely in recognizing the fractions of the 
15- or 20-second interval usually checked. 

On the other hand, if an 8, 8, 5 and 5 are picked up, 
the examiner is far more quickly alerted to the possibility of 
a string of premature contractions than if he happened to 
pick it up while counting in the usual way. A determination 
of 10, 9, 8, 7 usually means that the patient has not yet set- 
tled down to a fairly resting state—and conversely a steady 
9, 9, 9, etc. for half a minute or so means a pretty fixed 108. 

To repeat, development of the habit of counting in 5- 
second intervals adds no extra work to determination of the 
pulse but may on occasion light up a danger signal over 
a significant finding. 
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Body Section Roentgenography 


BY SOL KATZ, M.D. 


Figure 1. Diagram showing the relationship between the x-rays and 
the film during tomography. Note that the x-rays project points 
*X” at the planigraphic level on the same points on the film. For 
this reason the planigraphic level is in focus, while points “*O” 
outside this level are projected at varying points on the x-ray film 
and are therefore not in focus. 


Bopy SECTION roentgenography is a radiologic tech- 
nique which delineates clearly one selected layer of the 
body while the structures in all other levels are blurred 
from view. This is accomplished by a prolonged expo- 
sure during which the x-ray tube and the film move 
simultaneously in opposite directions. Throughout the 
reciprocal motion of the tube and film, the x-rays con- 
tinue to project the shadows of the desired plane on 
the same point of the film and the objects in this plane 
are in sharp focus. On the other hand, all the shadows 
removed from desired level are projected on constantly 
changing points of the film and appear indistinct 
(Figure 1). 

The apparatus consists of a simple lever or pendu- 
lum carrying the tube at the upper end and the film- 
carrier at the lower end coupled so that tube and film 
move in opposite directions. The desired stratum is 
selected simply by adjusting the relationship between 
the tube and the body. 

Many terms are used to designate body section 
roentgenography, such as sectional radiography, stra- 
tigraphy, planigraphy, tomography and laminography. 

Although used in the study of other organs, body 
section roentgenography finds its greatest usefulness 
when applied to the lung. The lung parenchyma and 
bronchi are so obscured by the ribs, clavicles, scapulas, 
diaphragm, vascular structures at the lung roots, heart 
and breasts that a roentgen method is most valuable 
which permits an accurate demonstration of a small 
layer of tissue while it obliterates all the structures 
lying anterior or posterior to it. 

Tomography is very helpful in the demonstration of 
cavities which may be invisible or only suspected in 
ordinary roentgenograms. Deep-seated tumors, areas 
of bronchial obstruction, calcification within nodular 
lesions and mediastinal lesions are often clearly de- 
fined. In the study of tuberculosis and for the accurate 
localization of segmental lesions, this technique of 
examination is invaluable. 
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Figure 2a (directly above). X-ray of the chest showing a solitary nodule at 
the left costophrenic angle. 

Figure 2b (above, right). Tomogram of the same patient shown in Figure 
2a. The nodule is more clearly defined and contains a central nidus of 
calcium. 


Figure 3a (directly left). X-ray of the chest showing a density in the region of the 
cardiac apex. A curved linear density in the first left anterior interspace raises the 
suspicion of a cavity. 

Figure 3b (below, far left). Tomogram of the same patient shown in Figure 2a. 
A large thin-walled cavity is clearly visible in the left upper lobe. 


Figure 4a (directly below). X-ray of the chest showing an area of increased 
density behind the first right anterior rib. 

Figure 4b (below, right). Tomogram of the same patient shown in Figure 
4a. The density appears as a definite round opacity. 
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NORMALLY ERYTHROCYTES undergo destruction in vivo 
by various mechanisms among which may be men- 
tioned : sequestration and disintegration in the spleen, 
phagocytosis by the reticuloendothelial system, and 
actual lysis in the blood stream. Under abnormal cir- 
cumstances, one or more of these destructive processes 
may be accelerated, and when the erythrocytes dis- 
integrate faster than the bone marrow can produce 
them, the condition is called hemolytic anemia. 

The hemolytic process may result from any one of 
several abnormalities, such as (1) intrinsically defective 
erythrocytes, (2) circulating antibodies capable of re- 
acting either with the natural antigens of the erythro- 
cyte or with acquired antigens adsorbed on erythrocytes 
and (3) biologic or chemical hemolysins. The therapy 
of the hemolytic anemias is relatively nonspecific. 
However if the clinical manifestations are carefully 
evaluated in relation to the particular mechanism in- 
volved, the management will be rational and offer a 
greater chance for success. 


The Disintegration of Erythrocytes 


_ A, Under normal circumstances erythrocytes remain 
in the blood stream approximately 100 to 120 days. 
When they become aged or effete, they are removed 
from the circulation (1) by the spleen, (2) by phago- 
cytic cells of the reticuloendothelial system and (3) by 
hemolytic activity in the blood stream. The residual 
fragments are removed from the circulating blood by 
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The Therapeutic Challenge of the Hemolytic Anemias 


BY S. P. LUCIA, M.D., P. O. MUSTACCI, M.D. AND M.L. HUNT, M.P.H. 


Practical Therapeutics 


Department of Medicine and Sub-department of Preventive Medicine 
University of California School of Medicine, San Francisco, California 


the fixed and wandering phagocytic cells of the reticulo- 
endothelial system (Table 1). 

B. In hemolytic anemias the erythrocytes are destroyed 
qualitatively in the same manner as under normal cir- 
cumstances, but quantitatively the rates of phagocyto- 
sis and lysis vary with the specific variety of hemolytic 
anemia present. In congenital hemolytic anemia, 
sicklemia and Mediterranean anemia, the vulnerability 
of the intrinsically defective erythrocytes is directly 
related to the presence of a factor that starts a chain of 
reactions resulting in accelerated hemolysis. In the 
acquired hemolytic anemias, those erythrocytes already 
damaged by the action of immune processes, or in- 
jured by chemical or physical agents, are immediately 
susceptible to disintegration, since their stability has 
been impaired by the external environment. The rela- 
tive susceptibility of erythrocytes to disintegration is 
shown in Table 2. 

If the fragility of the erythrocytes is increased, or 
when an agent which damages the cell membrane is 
present, there is an increase in hemolytic activity, with 
consequent hemoglobinemia. In the breakdown of 
hemoglobin, bilirubin and iron are formed. The iron is 
reutilized and the bilirubin is eventually excreted in 
the feces as urobilinogen. The amount of urobilinogen 
in the feces is increased, and its quantity indicates 
roughly the rate of destruction of erythrocytes. Like- 
wise, the serum bilirubin is increased and jaundice ap- 
pears, except in those instances where the liver is able 
to excrete the excess of bilirubin. 
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The response to increased destruction of red blood 
corpuscles is reflected in (1) hyperplasia of the bone 
marrow, (2) increased erythrocytogenesis, (3) reticulo- 
cytosis and often (4) macrocytosis. 


intrinsically Defective Erythrocytes 


The life span of intrinsically defective erythrocytes 
is usually shorter than that of normal erythrocytes. 
The structural abnormalities, believed to be the cause 
of increased vulnerability, are not the sole factors 
responsible for accelerated hemolysis. Hemolytic dis- 
ease may not be manifested despite the presence of 
defective erythrocytes until some obscure event acti- 
vates the mechanism of hemolysis, and the subject 
carrying intrinsically defective cells then responds by 
a dissolution of the circulating erythrocytes. 

Congenital Hemolytic Anemia. The inheritable eryth- 
rocytic defect. spherocytosis, is regularly present in 
varying degree and is associated with increased 
fragility of the cell. In this disease, periods of crisis are 
correlated with an accelerated removal of abnormal 
erythrocytes from the blood stream by the spleen and 
other tissues containing reticuloendothelial cells. For 
this reason, splenectomy, which should be performed 
at the appropriate time, is the treatment of choice. 
Transfusions of fresh, type-specific blood and the ad- 
ministration of cortisone may be used in anticipation 
of surgery. Although splenectomy does not correct the 
fundamental cellular defect, complete and permanent 
relief from anemia and jaundice may be expected to 
follow removal of the spleen. 

Sicklemia. The erythrocytes of sicklemia contain an 
abnormal “‘sickle-type hemoglobin” which, when re- 
duced, undergoes crystallization within the cells. The 
cells then become distorted into the sickle shape. On 
reoxygenation, many of the affected erythrocytes re- 
sume their normal shape. This disease is inheritable— 
the abnormal sickle shape of the erythrocytes being 
determined by a gene which influences the type of 
hemoglobin produced. Individuals who are homo- 
zygous for the gene suffer from sicklemia, while those 
who are heterozygous possess the trait—which is 
demonstrable only by sickling of the cells under arti- 
ficial conditions in vitro. 

The management of sicklemia is at best only sup- 
portive. Transfusions may be given when the hema- 
tocrit value is low, but they should be used cautiously 
because they may stimulate further hemolysis. Corti- 
sone and ACTH have been used in treating this disease 
but results are inconclusive. Vasodilators have also 
been found to be of limited value. Splenectomy is not 
advised, except in instances in which serious concur- 
rent hypersplenism occurs. 
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PHAGOCYTOSIS By 
RETICULOENDOTHFI/AL 
CELLS: 
(a) in the spleen 
(b) in the liver 
{c) in the vascular 
endothelium 
(d) in the marrow 
sinuses 


LYSIS: 
in the blood stream 


Thalassemia (Mediterranean Anemia). The erythro- 
cyte abnormality in Thalassemia is due to the per- 
sistence of “‘fetal-type hemoglobin” in the mature red 
blood corpuscle. The erythrocytes in this disease are 
hypochromic and microcytic. Target cells are common. 
Osmotic fragility is reduced, but mechanical fragility is 
increased, with resulting decrease in the life span of 
the erythrocytes. The condition is hereditary and 
determined by the presence of a gene which apparently 
inhibits the synthesis of normal “adult-type hemo- 
globin.” In the homozygous state (Thalassemia major) 
large amounts of “‘fetal-type hemoglobin” occur, while 
in the heterozygous state (Thalassemia minor) small 
amounts are found. 

The treatment of Thalassemia is mainly supportive. 
Blood transfusions are given when necessary. Splenec- 
tomy is not advised, except in instances in which con- 
current hypersplenism either increases the need for 
blood transfusions or threatens the life of the subject. 

Paroxysmal Nocturnal Hemoglobinuria. Less is 
known about the erythrocyte abnormality in this con- 
dition than in the preceding diseases. It has been 
postulated that an inciting agent may be acquired 
which acts on structurally defective red blood cor- 
puscles. These abnormal erythrocytes exhibit normal 
osmotic and mechanical fragilities but they are sensi- 
tive to and are hemolyzed by a component of normal 
serum which is similar to complement. This com- 
ponent is inactive against normal erythrocytes but 
acts on altered corpuscles in vitro at pH 7.0. It's 
usually inactive in serum collected in the usual way 
where there is loss of CO, and the pH value hovers 
around 8.0. 
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Relative Susceptibility of Erythrocytes to the Normal Processes of Disintegration 


Condition of the Erythrocytes 


Normal Aged or effete 
INTRINSICALLY DEFECTIVE 
Sickie cells 
Target cells 
Hemolytic Spherocytes 


Fragile cells 


INJURED OR DAMAGED 
By porasites 
By antibodies 

By physical or chemicol agents 


Fate of the Erythrocytes 


Small number of erythrocytes continually being destroyed 


increased susceptibility to normal disintegrative processes when hemo- 


lytic balance is disturbed 


The clinical manifestations of paroxysmal nocturnal 
hemoglobinuria commonly appear in adult life. Hemol- 
ysis in this disease occurs intravascularly. Hemoglobin 
is released into the plasma and in part is excreted by 
the kidneys. Hemoglobinuria occurs when the pH of 
the blood is lowered, namely, during sleep, in acidosis 
(following the use of substances such as aspirin or 
riboflavin) and during allergic episodes. In the febrile 
phases of intercurrent infections, hemoglobinuria may 
occur at any time of the day. 

The treatment of this condition is mainly supportive. 
Blood transfusions when required are usually followed 
by periods of remission. Transfused erythrocytes have 
a normal survival time and post-transfusion hemolysis 
is usually due to further destruction of the patient’s 
own cells. Since these patients tolerate surgical pro- 
cedures poorly, splenectomy is not advised except in 
unusual circumstances of concurrent hypersplenism. 
Liver and iron, and antacids are of no apparent value. 
The severity of nocturnal episodes is lessened by the 
use of epinephrine or the parasympathetic stimulants, 
prostigmine, eserine sulfate and pilocarpine. Desoxy- 
corticosterone is not effective. 

Summary. Inasmuch as the cellular structure of in- 
trinsically defective erythrocytes cannot be corrected 
and the “trigger mechanism” responsible for the hemo- 
lytic crises remains obscure, treatment is limited to (1) 
exclusion of the spleen, if hyperactive, and (2) main- 
tenance of the total blood volume by means of trans- 
fusions until the crisis is passed. Of the hemolytic 
anemi:s due to intrinsically defective cells, only con- 
genital hemolytic anemia (spherocytosis) may be 
alleviated by splenectomy. In sicklemia, Thalassemia, 
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and paroxysmal nocturnal hemoglobinuria, splenec- 
tomy is generally contraindicated, and the only 
measures which so far have afforded any relief are sup- 
portive, consisting mainly of the administration of 
blood transfusions when indicated. 


Anemia Due to Extracorpuscular Causes 


The acquired hemolytic anemias may be conveniently 
classified into two groups—those dependent upon im- 
munologic phenomena and those resulting from direct 
mechanical damage to the erythrocytes from chemical, 
physical or biologic agents. 


A. IMMUNOLOGIC HEMAGGLUTINATION 
AND/OR HEMOLYSIS 


1. Hemolytic Anemias Involving Natural Antigens of 
the Erythrocyte. (a) Specific. In vivo hemagglutination or 
hemolysis, with consequent hemolytic anemia, results 
from the introduction of a specific antibody into the 
circulation of the recipient. This occurs either in the 
course of blood transfusions or through the placenta 
in hemolytic disease of the newborn (Table 3). 

Three mechanisms by which hemolytic anemia may 
be induced by transfusions of incompatible blood are: 
(1) Donor cells may be agglutinated and hemolyzed by 
antibodies or hemolysins present in the blood of the 
recipient. (2) Some of the corpuscles of the recipient 
may be agglutinated and hemolyzed by antibodies 
already present in the donor serum. (3) The recipient 
may become sensitized to an antigenic factor in the 
transfused blood and subsequently react to transfusions 
of blood containing that factor. 


107 


TABLE 2 : a 
a ; 
‘ 
| 
4 
) 
€ 
4 
t. 
is 
n 
d 
I- 
al 
al 
n- 
ut 
is 
ay 
TS 
= 


3 
The Destruction of Normal Erythrocytes: (a) by specific antibodies 


Incompatible isoantibodies 
present in, or introduced into, 
the circulating blood 

of the recipient 


tans 4 


The Destruction of Normal Erythrocytes: (b) by abnormal globulins produced in the spleen 


en cherach OF HYPERSPLENISM 


of various infections, PAROXYSMAL COLD 
HEMOGLOBINURIA 
fassociated with 
syphilis) 


COLD AGGLUTINATION 
{associated with 


4, 


5 


The Destruction of Normal Erythrocytes: (c) by antigen-antibody reactions affecting erythrocytes 
which have become modified by the acquisition of adsorbed foreign substances 


Foreign substances 
which ore adsorbed 
on the erythrocytes: 
Certain viruses 
Drugs, chemicals 
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The Destruction of Normal Erythrocytes: (d) by the direct action of physical, chemical or parasitic agents 


Agents acting directly 

on erythrocytes: 
Lysins (of lysolecithin type) 
Bacterial lysins 
Chemical agents: 


cyclic NH2, NO» derivatives, etc. 


Bile sclts 


ACTH.,; transfusions of compatible blood. 


Treatment of syphilis; transfusions when required. 


Splenectomy is advised if the prognosis for the inter- 
current hypersplenism is less favorable than that of the 
primary disease. 


Elimination of offending substance; supportive. 


Treatment of primary condition; supportive. 


Mechanical damage to erythrocytes by: 
Parasitic agents 


Chemical or physical agents 
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In hemolytic disease of the newborn, maternal anti- 

bodies having specific action against fetal red cell anti- 
gens, gain access to the fetal circulation and induce 
agglutination and hemolysis of fetal erythrocytes. Most 
cases of hemolytic disease of the newborn are due to 
maternal immunization by the Rh antigens of fetal 
erythrocytes. Occasionally one or more of the less 
commonly involved blood cell antigens such as A, B, 
M, N, S, Kell, Cellano, Duffy, etc., may cause hemo- 
lytic disease of the newborn. 

In the hemolytic anemias due to antigen-antibody 
reactions involving antigens of the erythrocyte, the 
treatment consists of the use of ACTH and/or cortisone 
to suppress the antigen-antibody reaction. When the 
hematocrit value is low, and transfusions are indicated, 
only type-specific blood lacking the blood cell antigen in- 
volved in the disease process should be used. Hyper- 
splenism, if present, is treated symptomatically and 
splenectomy is not considered since the acute illness 
is of short duration and is rectified by recognition and 
treatment of the underlying cause. In certain instances 
of severe erythroblastosis fetalis, exchange transfusions 
may save a life which would otherwise be doomed. 

(b) Nonspecific. In the course of certain infections, 
the spleen may be stimulated to produce nonspecific 
agglutinating globulins which react with erythrocytes. 
Although some of these “nonspecific” antibodies may 
be active im vivo under certain circumstances, most of 
them are active only in vitro and at temperatures below 
37° C. (Table 4). 

This category includes paroxysmal cold hemoglo- 
binuria which is usually associated with luetic infec- 
tion. The abnormal globulin in this condition appears 
to be an autohemolysin which reacts with erythrocytes 
only at low temperatures but does not produce lysis 
until the cells regain body temperature. In cases of 
paroxysmal cold hemoglobinuria due to syphilis, in- 
tensive antisyphilitic treatment usually prevents re- 
currence of the hemolytic episodes. When this ab- 
normal globulin is found in the absence of syphilis, a 
program of treatment has been suggested in which 
gradual conditioning to cold may be beneficial. 

Hemolytic anemia may occur in association with 
various diseases affecting the reticuloendothelial sys- 
tem, such as Hodgkin’s disease, lymphosarcoma, leu- 
kemia, cirrhosis, sarcoidosis, and in periarteritis no- 
dosa, hyperthyroidism, infectious mononucleosis and 
carcinomatosis. Sometimes the treatment of the associ- 
ated disorder will produce a remission of the hemolytic 
anemia. 

In hemolytic anemia due to primary or secondary 
hypersplenism, the spleen produces antierythrocytic 
substances. In these instances splenectomy may be the 
only means of alleviating the condition. If the prog- 
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nosis for the hypersplenism is worse than that «sf the 
primary disease, then splenectomy is warrante:.. 

Summary. The treatment of hemolytic anemi. due 
to the action of specific antibodies depends «1 the 
severity of the manifestations. ACTH and/or coriisone 
may be used to suppress antigen-antibody reactions. In 
selected cases, transfusions of type-specific blood 
(lacking the antigen or antibody responsible for the 
disease) may be given if the hematocrit value is low. 
In severe cases of hemolytic disease of the newborn, 
exchange transfusions may be necessary. 

In hemolytic anemias associated with primary or 
secondary hypersplenism, in which the hyperactive 
spleen is the source of antierythrocyte substances, 
splenectomy is advised. ACTH or cortisone may be 
used in anticipation of surgery in order to lessen the 
antigen-antibody activity. 

2. Hemolytic Anemias Involving Foreign Substances 
Adsorbed on Erythrocytes—the Combination Acting as 
Antigen. In Table 5 is indicated the mechanism re- 
sponsible for hemolytic anemia associated with certain 
infections, and in hypersensitive individuals following 
the administration of certain drugs. Treatment of the 
primary condition, with elimination of the offending 
substances, usually results in the control of hemolysis. 


B. MECHANICAL DAMAGE TO ERYTHROCYTES BY 
CueEMICcAL, PHysicaL oR INFECTIOUS AGENTS 


In Table 6 is indicated the mechanism by which 
chemical and/or physical agents cause direct lysis of 
the erythrocytes. In these instances the permeability 
and structure of the erythrocytic cell membrane or its 
stroma is altered. Biologic agents may injure cells not 
only by immunologic mechanisms as indicated in the 
preceding section, but also by the production of 
hemolyzing toxins. 


Summary. Erythrocytes which have been subjected 
to damage by extra-corpuscular agents are highly 
vulnerable to the normal processes of cell destruction. 
Quantitatively, hemolysis is conditioned not only by 
the number of cells damaged but also by the particular 
vulnerability of certain cells. If the hematocrit value is 
low, supportive treatment including transfusions will 
alleviate the hemolytic crises. 


Summary of Suggested Therapy 


It is realized that the problem of specific diagnosis 
and choice of treatment in the hemolytic anemias is 
difficult. However, in those instances where a defini- 
tive diagnosis of the variety of hemolytic anemia can 
be made, Table 7 may be of assistance in selecting the 
therapeutic measures. 
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Subdural Hematoma in Infancy 


In inFANCY, subdural hematoma presents two serious 
problems: (1) The diagnosis is often missed if the 
physician waits for “typical” findings (history of trau- 
ma, convulsions, stupor, enlarged head and bulging 
fontanel). (2) Unless the condition is diagnosed and 
treated rather promptly, the result is likely to be men- 
tal retardation due to irreversible cerebral damage. 
With these thoughts in mind, Chambers declares that 
any infant who is not doing well in spite of good care 
should be suspected of having subdural hematoma. As 
a corollary, he decries the tendency of some people to 
blame inconsequential events (teething, minor infec- 
tions, gastrointestinal upsets) for convulsions, irrita- 
bility and anorexia. 

When subdural hematoma is suspected, the diag- 
nosis can be confirmed by means of a subdural tap 
through the anterior fontanel. Chambers scrubs the 
infant’s head and, using sterile precautions, inserts a 
number 18 needle and stylet a thumb’s breadth from 
the midline of the fontanel. As the needle is slowly ad- 
vanced, a sharp snap will be felt when the dura is 
pierced. Then the stylet is withdrawn. More than 1 cc. 
of liquid of high protein content is considered to repre- 
sent a subdural hematoma. In most instances, the le- 
sion is bilateral. Therefore the paracentesis should be 
done on both sides. Further treatment is surgical. 


(Am. J. M. Sc., 228: 540, 1954.) 


Anamnestic Reactions 


For anout 40 years, it has been taught that febrile ill- 
nesses may evoke a nonspecific rise in the titer of anti- 
bodies for previous infections or of antibodies acquired 
by previous immunizations. For example, when a pa- 
tient has been immunized against typhoid fever, it has 
been supposed that a subsequent febrile disorder (not 
typhoid) may cause the typhoid antibody titer to rise 
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significantly (more than fourfold), This type of re- 
sponse is called an ‘“‘anamnestic reaction.” It is appar- 
ent that this reaction, if it truly exists, seriously inter- 
feres with the interpretation of serologic testing during 
undiagnosed febrile diseases. 

Koomen and Morgan had reason to question the 
validity of the anamnestic response. Therefore, they 
obtained serial titers of typhoid O and H antibodies in 
32 typhoid-immunized young adults who were then ill 
with a variety of nonenteric febrile diseases. The find- 
ings did not substantiate the belief that nonspecific 
anamnestic reactions commonly occur..(Am. J. M. Sc., 
228 :520, 1954.) 


Circlecuf for Measurement of Blood Pressure 


THE CIRCLECUF is a device for the indirect measurement 
of blood pressure. It differs from similar instruments by 
having a circumferential air bladder which provides for 
uniform application of pressure around the upper arm. 
The Circlecuf is merely drawn over the arm like a sleeve 
and becomes self-fitting as it is inflated. This feature of 
the instrument makes it practical for self-measurement 
of blood pressure. 

Fulton, Patt and Mode compared measurements of 
blood pressure using the Circlecuf in comparison with 
the conventional “wrap around” and “snap on” types 
of sphygmomanometers. Their results indicated that 
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the Circlecuf compares favorably with the standard 
types of blood pressure apparatus. It has an obvious 
advantage in the ease of application to the arm. (Mew 
England J. Med., 251 :772, 1954.) 


Atypical Signs of Leukemia 


IN THE EXPERIENCE of Meacham and Weisberger, an 
evil prognosis is to be suspected whenever the follow- 
ing combination of findings is observed: anemia, leuko- 
penia, neutropenia and thrombocytopenia, with a hy- 
peractive marrow. In a period of five years, the authors 
encountered ten cases with this hematologic syndrome. 
Initially there was often a strong resemblance to 
“primary” splenic panhematopenia (primary hyper- 
splenism with pancytopenia). However, as time passed 
the outcomes were as follows: 


s Myeloid leukemia 4 cases 
i Monocytic leukemia 2 cases 
a ? Leukemia 1 case 
Reticulum cell sarcoma 1 case 
Thrombocytopenia 1 case 
Aplastic anemia 1 case 


In all of the cases of leukemia, a long time elapsed 
(average almost two years) between onset of hema- 
tologic abnormalities and development of findings that 
could be recognized as leukemia. 

In seven of the ten cases, the anemia was hemolytic 
in type. Only one of the ten patients had splenomegaly 
when first examined. In the eight instances in which 
splenectomy was performed with a view to improving 
the blood picture, the operation had no beneficial 
effect. Moreover, histologic examinations of the excised 
spleen did not point to the true diagnosis. (Ann. Int. 
Med., 41: 780, 1954.) 


Ferrous Sulfate Poisoning 


IN PRESENTING three fatal cases of ferrous sulfate poi- 
soning in children, Luongo and Bjornson reiterate the 
warning that this ubiquitous drug deserves more re- 
spect. In each instance, the usual pattern of iron poi- 
soning was followed. The child’s mother had been 
given a supply of ferrous sulfate tablets to take during 
pregnancy. The tablets were left where the child could 
get to them. The child ingested a number of tablets, 
vomited, went into shock and died in spite of suppor- 
tive therapy. This experience, like other similar re- 
ports, was a strong lesson in the need to add ferrous 
sulfate to the list of “poisons” that must be kept out of 
reach for children. 

In addition, the authors found in the three patients 
and in experimental animals, that iron poisoning 
causes a definite “zonal necrosis” in the periportal 


112 


areas of the liver. They raised the question of the pos- 
sible danger of iron ingestion either in food or i: ther- 
apy with large doses of iron in persons with poor 
hepatic function. (New England J. Med., 251 :995. 
1954.) 


Effect of Beta-sitosterol on Serum Cholesterol 


BEST AND CO-WORKERS administered beta-sitostero] 
orally to nine subjects—reported that serum choles- 
terol values were uniformly lowered. Beta-sitosterol is 
among the most widely distributed of the plant sterols 
and is found in cottonseed oil, tall oil and wheat-germ 
oil. It somehow interferes with absorption of choles- 
terol from the intestine and therefore affords a means 
for removing exogenous cholesterol as a factor in the 
genesis of atheromatosis. In this regard, beta-sitosterol 
is expected to be more effective than dietary restric- 
tions for the purpose of investigating atherosclerosis. 
(Circulation, 10: 201, 1954.) 


Sickle-Cell Trait and Splenic Infarction 


Conn emphasized the danger of high-altitude flying 
to patients with sicklemia. In each of the two cases he 
described, the patient was a young Negro service 
man who, within two hours of high-altitude flying, had 
nausea, vomiting and persistent pain in the left upper 
quadrant. The syndrome is due to splenic infarction. 

The treatment of choice for bland splenic infarction, 
in patients with sickle-cell anemia, is conservative med- 
ical management. However, if complications of pro- 
gressive severity develop, exploratory laparotomy is 
indicated. 

It seems that it would be advantageous to the armed 
forces to initiate a program to prevent such occur- 
rences. The program should include the routine sickle- 
cell testing of all Negroes on induction. All men with 
the sickle-cell trait would then use surface transporta- 
tion during their military careers. The availability of 
emergency oxygen tanks on all military aircraft would 
allow prophylactic oxygen administration to such men 
when aerial movement is mandatory. It is the lowered 
oxygen tension of high-altitude flying in patients 
with the sickle-cell trait that produces the sharply de- 
fined syndrome. (New England ‘J. Med., 251: 417, 
1954.) 


Duodenal Ulcer and Irritable Colon 


In an anatysis of the detailed medical histories of 269 
patients with duodenal ulcer, Seigle and White found 
that symptoms of colonic malfunction were quite prev- 
alent. In 47 instances (17 per cent), the colonic symp- 
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toms were frankly those of irritable colon. Usually there 
was a chronologic relationship to periods of ulcer ac- 
tivity, although sometimes the colon remained “‘irrita- 
ble” for a time after healing of the ulcer. 

Occasionally the colon symptoms were severe enough 
to overshadow the diagnosis of duodenal ulcer. ‘For 
this reason,” the authors advised, “when a patient with 
adeformed duodenal cap observed on x-ray studies has 
episodes of colonic malfunction that are separated by 
long asymptomatic remissions, recurrent ulcer activity 
should be considered probable.” (New England J. 
Med., 251: 693, 1954.) 


| Hemophilus Vaginitis 


In THE CouRSE of studying cases of “nonspecific”’ bac- 
terial vaginitis, Gardner and Dukes identified a bac- 
terium that was thought to be the causative agent in 
the majority of cases. The organism belongs to the 
genus Hemophilus, was isolated in 81 of the 91 pa- 
tients investigated, occurred in pure culture on one or 
more occasions in 62 of the 81 cases. 

The authors suggested that this is a specific disease 
entity. Patients had a gray vaginal discharge, thin and 
homogeneous and odorous. Itching and irritation were 
not prominent symptoms. The infection was transmit- 
ted in normal volunteers by direct inoculation of ma- 
terial from the vaginas of infected patients and by ma- 
terial from pure culture. The organism was found to 
be sensitive to tetracycline antibiotics and to sulfona- 
mides. These drugs, administered orally and intravagi- 
nally, eradicated the infection in the majority of cases. 
(Science, 120: 853, 1954.) 


Intestinal Protozoa in Tourists 


IN ORDER to determine how much amebiasis and other 
protozoan infection is acquired by American tourists 
in Europe, Kean and Smillie examined stool specimens 
from 582 persons who visited Europe during the 
summer of 1953. There was no major increase of 
Endamoeba histolytica or other intestinal protozoa. 

Over one-half the tourists had diarrhea during their 
two-months stay in Europe. The authors suggested 
that diarrhea of the continental traveler is not due to 
the fecal contamination of food and water but is 
probably caused by the ingestion of toxins such as 
those produced by staphylococci. The evidence for 
this is the greater prevalence of diarrhea in those who 
visited the Mediterranean countries. The warmer 
climate and poorer refrigeration of the Mediterranean 
countrics may be major factors in this postulated 
Prevalence of food poisoning. (New England J. Med., 
251: 471, 1954.) 
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Pathogenesis of Ascites 


IN AN EFFORT to clear up some of the mysteries of 
portal cirrhosis, Madden and associates studied the 
relationship of ascites to the anatomy of the circula- 
tion of the liver. They used injection techniques, dis- 
section and histologic examination. They concluded 
that ascites is chiefly due to blockage of the hepatic 
(outflow) veins. Their findings can be diagramed as 
shown above. 

Thus, the chief feature of cirrhosis with irreversible 
ascites is a reciprocal change in the inflow bed (in- 
crease) and outflow bed (decrease). The hepatic (out- 
flow) veins are occluded by an obliterative fibrosis. In 
contrast, in cirrhosis with reversible ascites or with- 
out ascites, the three vascular beds have a symmetrical 
pattern of reduction. The hepatic (outflow) veins show 
less organic obliteration—are obstructed because of 
intrahepatic cellular edema. 

According to the authors, these anatomic findings 
imply that surgical creation of a portocaval shunt is 
not the answer to the problem of irreversible ascites. 


(Surg., Gynec. ¢ Obst., 99:385, 1954.) 


Bence-Jones Proteins 


BENCE-JONES proteins are identified by the fact that 
they coagulate at low temperature (45° to 55°C.)— 
dissolve again with boiling. Although the origin and 
function of these proteins are unknown, they are found 
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in the urine usually in patients having multiple my- 
eloma. 

Recently, in a group of myeloma patients, Putnam 
and Miyake showed that individual specimens of 
Bence-Jones proteins differed from one another. These 
differences were chemical as well as physical. Although 
the significance of this finding was not discussed by the 
authors, they implied at least that this is one more step 
toward solution of the riddle of multiple myeloma. (Scz- 
ence, 120:848, 1954.) 


Bone Growth 


HUTCHISON AND BurpgEavux noted that there have been 
variable results with methods used for stimulation of 
growth in a long bone. However, in experimental ani- 
mals, these authors found a consistent lengthening of 
the bones of an extremity in which stasis was induced 
by means of a tourniquet. They proposed that this 
method may be suitable for trial in humans. They 
speculated that results with other methods may have 
varied according to the degree of stasis incidentally 


produced. (Surg., Gynec. ¢& Obst., 99:413, 1954.) 


Treponema Pallidum Immobilization Test 


THE TREPONEMA PALLIDUM immobilization test de- 
pends on the presence in syphilitic serum of an anti- 
body specific for Treponema pallidum—an antibody 
separate and distinct from reagin. It is based on the 
immobilization or death of virulent motile spirochetes 
on exposure to the specific antibody present in syphi- 
litic serum. Biologic false positive reactions occur only 
in cases of yaws, pinta and bejel—diseases due to 
treponema that are closely related to that of syphilis. 

The immobilizing antibody develops during early 
syphilis and gradually increases in amount. Because of 
this, false negative reactions may be obtained when the 
test is performed before the level of antibody has 
reached a degree sufficient to give a positive reaction. 
In other words, a negative immobilization test does not 
rule out the possibility of early syphilis. 

It is in cases requiring differentiation of latent syph- 
ilis and biologic false positive serologic reactions that 
the immobilization test is most useful, according to 
Kern. It is positive in all cases of untreated latent 
syphilis. The test is also positive in all cases of un- 
treated cardiovascular syphilis, neurosyphilis, gum- 
mas and congenital syphilis. In patients with late mani- 
festations it is positive even though the reagin tests 
have become negative. 

The author emphasizes that in evaluating the pa- 
tient with a positive treponema immobilization test, 
one must remember that this in itself is not an indica- 
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tion for treatment. A positive test merely indicat: s that 
the person has or has had a syphilitic infectioi. The 
indications for therapy must be decided on the basis 
of the trend of quantitative reagin tests and on the 
adequacy of any previous treatment given. (New Eng. 
land J. Med., 251 :807, 1954.) 


Tuberculosis and Addison's Disease 


THE CONCURRENCE of active pulmonary tuberculosis 
and Addison’s disease presents something of a thera- 
peutic dilemma. Cortisone is the best form of mainten- 
ance therapy, yet long-term administration of this 
steroid has been thought to have the potentiality for 
worsening the tuberculosis. Some sense of security is 
felt while the patient is simultaneously receiving po- 
tent antituberculous drugs. However, the question 
arises: What will happen when the activity of the tu- 
berculosis subsides and antituberculous drugs are 
withdrawn while cortisone is continued? Browne and 
associates have reported their experience with five pa- 
tients in whom this question was tested. 

The patients were adults having clear-cut evidence 
of chronic adrenal insufficiency plus active pulmonary 
tuberculosis. They received cortisone initially in doses 
of 50 mg. daily with a supplement of sodium chloride. 
The tuberculosis was treated with streptomycin and 
para-aminosalicylic acid in combination. In each in- 
stance, the tuberculosis cleared satisfactorily, and then 
streptomycin and PAS were withdrawn. Cortisone was 
continued in doses of 12.5 mg. to 37.5 mg. daily. Im- 
provement was maintained during the ensuing years 
(1 to 3%) covered by the authors’ report. Four of the 
five patients were carrying on a full-time occupation. 
(Am. J. M. Sc., 228:491, 1954.) 


Diagnosis of Laryngeal Lesions 


McCoy notes that laryngeal disease usually can be 
diagnosed early because hoarseness is an early symp- 
tom and a competent laryngologist usually can iden- 
tify the cause by usual methods of laryngeal examina- 
tion. However, in some instances, particularly when a 
lesion is submucosal, other methods of diagnosis are 
needed. These include (1) tomography, (2) aspiration 
and (3) thyrotomy. 

Tomograms sometimes show the extent and they 
suggest the type of a lesion that cannot be fully ap- 
praised by laryngoscopy. Aspiration of a suspicious 
lesion during endoscopic examination may be helpful, 
especially i in cases of cysts. 

Thyrotomy with exploration and direct biopsy 1s 
needed for cases in which cancer is strongly suspected 
but cannot be proved by ordinary methods. In that 
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connection, McCoy recalls that in one series of 260 
cases of laryngeal cancer, the first biopsy was negative 
in 14 per cent. When thyrotomy is to be used, the 
surgeon must be ready to proceed instantly with de- 
finitive treatment if examination of frozen sections 
proves that cancer is present. (California Med., 81 :328, 
1954.) 


Coccidioides Immitis in Human Tissues 


Ir Is AN ACCEPTED FACT that human pulmonary cocci- 
dioidomycosis is acquired by inhaling the vegetative 
form (chlamydospores and arthrospores) of Cocci- 
dioides immitis. It is also generally agreed that the 
parasitic forms (spherules) are not infective under 
normal conditions and are the usual forms found in 
the tissues of the host. 

Puckett showed that mycelial structures could be 
found in resected focalized forms of coccidioidomy- 
cosis. The hyphae representing the vegetative forms 
of Coccidioides immitis were found in 73 per cent 
of the cavitary forms of the disease and in 30 per cent 
of the granulomatous lesions. There is no evidence 
that the presence of hyphae of C. immitis in the human 
host creates other than a theoretical hazard for human 
to human transmission of coccidioidomycosis. (Am. 
Rev. Tuberc., 70: 320, 1954.) 


Small Gastric Cancer 


Comrort and his associates reviewed the records of 226 
patients with small gastric adenocarcinomas which were 
4cm. or less in their greatest diameter and which were 
treated by resection. These small gastric cancers com- 
prised one-fourth of all gastric cancers for which resec- 
tion was performed. 

These small cancers did not differ from gastric can- 
cer of all sizes with respect to age and sex of patients. 
However, they did show other distinguishing charac- 
teristics (Figure I). They were associated with a 
slightly higher percentage of lower grades of malig- 
nancy, and a lower incidence of metastasis. The symp- 
toms were frequently typical of peptic ulcer (31 per 
cent). In an additional 30 per cent, the patients com- 
plained of an ulcer type of distress with relief on in- 
gestion of food or alkali, but the symptoms were con- 
tinuous, lacking periodicity and other details usually 
seen in a patient with peptic ulcer. In a third group (38 
per cent), the history did not suggest the presence of 
an ulcer at any time. 

The authors’ data indicated that gastric secretory 
activity in small gastric cancer is below normal but 
much: nearer normal than in gastric cancer of all sizes. 
As a matter of fact, when the gastric cancer was 2.0 
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Figure 2. Mortality percentages after gastrectomy. 


cm. or less in diameter, the incidence of achlorhydria 
and the mean free acidity were similar to correspond- 
ing-values in patients with gastric ulcer. 

The roentgenologic findings led to a diagnosis of 
gastric cancer in 33.3 per cent and suggested this diag- 
nosis in 36 per cent. In the remaining 30.7 per cent, 
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the roentgenologists did not detect features suggestive 
of cancer. The smaller the lesion, the lower the per- 
centage of cases in which it was recognized as cancer 
and the higher the percentage in which it simulated 
benign ulcer. 

The smaller the gastric cancer, the higher the five- 
year survival rate (Figure 2). The five-year survival 
rate following gastric resection for patients with small 
gastric cancers (44.7 per cent) is about 40 per cent 
greater than that (31.6 per cent) for patients with gas- 
tric cancer of all sizes. The immediate mortality rate 
was 1.8 per cent among the patients who underwent 
partial gastrectomy in this group of small gastric can- 
cers compared with a mortality rate of 6.4 per cent in 
the group of gastric carcinomas of all sizes. (Arch. Int. 
Med., 94:513, 1954.) 


Mucoviscidosis 


STOPPELMAN and Schwachman state that the symptoms 
of mucoviscidosis typically result from two factors: 
(1) pulmonary obstruction with mucus and the super- 
vening or secondary lung infection, and (2) the 
inspissation of the pancreatic secretion, with failure 
of pancreatic enzyme production. The main pulmonary 
features are chronic bronchitis, recurrent broncho- 
pneumonia, bronchiectasis, chest deformity and club- 
bing of the digits. X-rays of the chest may show 
areas of atelectasis and emphysema. The main symp- 
toms of pancreatic dysfunction are frequent and bulky 
foul stools, voracious appetite, failure to gain weight 
and a protuberant abdomen. 

The authors’ report is concerned with the bac- 
teriologic findings in 140 patients with mucoviscidosis 
most of whom were treated with antibiotics for periods 
ranging from a few months to five years. The drugs 
used were chlortetracycline, oxytetracycline, chloram- 
phenicol, erthromycin and sulfadiazine. Patients with 
extensive lesions were usually given penicillin and 
streptomycin aerosol therapy in short courses for 
two or three weeks and rarely for longer periods. 

Their study indicated that Staphylococcus aureus 
appeared frequently in cultures made from the naso- 
pharynx. Comparison of the groups treated with 
. chlortetracycline and oxytetracycline showed the 
percentage of predominance of staphylococci to be 
lower in the chlortetracycline-treated group. The 
prevalence of yeast-like fungi was low, varying from 
6 to 11.3 per cent. Pseudomonas and proteus were 
isolated more frequently in the children treated with 
oxytetracycline alone or in combination with other 
drugs than in the children who received chlortetra- 
cycline alone or combined with other antibiotics or a 
sulfonamide. Despite the in vitro resistance of the 
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microérganisms isolated from the nasophary::x to 
chlortetracycline or oxytetracycline, these antil,iotics 
continued to have beneficial therapeutic < ‘fects, 
(New England J. Med., 251: 759, 1954.) 


Hypercapnia and Cardiac Arrest 


THE PRECIPITATING FACTORS of cardiac arrest are overt 
hypoxia, overdosage of drugs, or peripheral vasomotor 
collapse. Many cases have to be classified as due to un- 
determined causes. Sealy, Young and Harris designed 
a series of experiments to study the effects of hyper- 
capnia on the heart. In the first of their experiments, 
they showed that vagal stimulation during hypercapnia 
markedly increased the duration of cardiac asystole. On 
the other hand, vagal stimulation during hypoxia re- 
sulted in an actual decrease in asystole. In another 
experiment they showed that prolonged hypercapnia 
was followed by the appearance of ventricular fibrilla- 
tion when the dog was allowed to breathe room air 
again. The authors also showed that the plasma potas- 
sium increased in proportion to the duration of the 
hypercapnia. 

Since hyperkalemia seemed to play a role in the de- 
velopment of post-hypercapneic cardiac arrest, the 
authors warn of the danger of transfusion of stored 
citrated blood as a possible source of potassium during 
operation, because as much as 2 Gm. of potassium 
may be contained in a liter of stored blood. Some drugs 
such as cyclopropane also increase the level of potas- 
sium indirectly by interfering with ventilation, result- 
ing in hypercapnia. 

The prevention of cardiac arrest depends on the 
prevention of hypercapnia by adequate ventilation. 
Another factor in the prevention of cardiac arrest is 
the constant observation of the electrocardiogram so 
that signs of impending ventricular fibrillation can be 
appreciated early enough for prevention. In the exper- 
imental animal 20 per cent glucose and 3 per cent 
saline solutions were successful in reverting the electro- 
cardiogram to normal and preventing ventricular fibril- 


lation. (J. Thoracic Surg., 28:447, 1954.) 


Genitourinary Infections 


SanrorD and his associates studied the in vitro anti- 
biotic sensitivity of 200 strains of bacteria isolated from 
patients with infections of the genitourinary tract. It 
was found that Escherichia coli and the miscellaneous 
gram-negative bacteria as a group are quite sensitive 
to the tetracycline analogues and to chloramphenicol. 
The majority of strains of Aerobacter aerogenes and 
proteus species are resistant to the tetracyclines. The 
gram-positive cocci, consisting of Micrococcus py® 
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genes and enterococci, are quite resistant to tetracy- 
cline, penicillin, chlortetracycline and oxytetracycline. 
This suggests that the development of resistance to 
either chlortetracycline or oxytetracycline may result 
in the acquisition of cross resistance to tetracycline. 
However, the authors emphasized that specific conclu- 
sions regarding any strain are not justified without 
testing in vitro. 

The correlation of in vitro sensitivity tests with clin- 
ical results suggested that approximately 45 per cent 
of strains isolated from the urinary tract can be ex- 
pected to respond to treatment if complicating mechan- 
ical factors are also eliminated. When sensitivity tests 
indicate that each of the tetracycline family of anti- 
biotics is equally effective, tetracycline may be prefer- 
able because of the low prevalence of side effects, its 
stability, its solubility and the possibility of slightly 
greater absorption from the gastrointestinal tract. (New 
England J. Med., 251 :810, 1954.) 


Diagnosis of Prostatic Cancer 


KaurMan, Rosenthal and Goodwin found that needle 
biopsy is a valuable complement to digital examination 
of the prostate in cases of carcinoma of the prostate. 
This seemed especially true in patients having “cur- 
able” lesions (cancer still limited to the prostate gland). 

In 110 cases final diagnosis was confirmed by positive 
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open biopsy or by positive transurethral biopsy (the 
latter being used only for cases in which transurethral 
resection was done for relief of obstruction). Fifty-three 
of the 110 cases were in a “curable” stage. In this favor- 
able group the accuracy of diagnostic methods was as 
follows: 

Clinical—50 per cent 

Needle —65 per cent 
To some extent, the accuracy of clinical diagnosis was 
affected by “‘overdiagnosing” carcinoma. The authors 
considered this ‘a salutary trend since, without sus- 
picion, early cases would be rarely diagnosed and there 
would be few cures.” 

Needle biopsy was superior to examination of smears 
of prostatic fluid by the Papanicolaou technique (21 per 
cent accuracy in “curable” cases). Open perineal biopsy 
was obviously the most accurate method of all. How- 
ever, the authors opined that this does not detract from 
needle biopsy which is a considerably simpler tech- 
nique. 

For management of “curable” prostatic cancer, the 
results provided a guide that can be diagramed as 
shown in the illustration below. 

The Silverman needle was used in all cases. There 
were no complications in spite of the fact that the 
needle accidentally entered the rectum in four instances 
and the bladder in more than ten others. (Califorma 
Med., 81 :308, 1954.) 
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Chlorpromazine for Nausea and Vomiting 


HomBurcGeErR and Smithy used chlorpromazine in an 
attempt to relieve nausea and vomiting in 20 patients 
with advanced incurable cancer. The drug was given 
orally or intramuscularly. Emesis was controlled for as 
long as four months. The only.undesirable side effects 
were occasional drowsiness and dryness of the mouth. 
These could be relieved by a reduction in dosage. 


(New England J. Med., 251 :820, 1954.) 


Gastric Erosions 


ACUTE GASTRIC EROSIONS are a definite pathologic entity, 
according to Sarason and Levy. These lesions differ 
from acute peptic ulcers in being more shallow. Be- 
cause these erosions invade no deeper than the muscu- 
laris mucosae, their presence often escapes the attention 
of gastroscopist, radiologist and surgeon. However, de- 
spite their superficial location, they may be responsible 
for massive hemorrhage, and because of elusiveness in 
diagnosis, they are particularly dangerous. 

Acute ulcerations of the upper gastrointestinal tract 
may occur with a variety of central nervous system dis- 
eases. They may occur as part of the body’s reaction 
to stress and are seen after burns, wounds, surgery and 
shock, which excite the adrenal gland to pour forth cor- 
tical hormone as part of the “adaptation response.” 
Systemic stress or adrenocortical hormones may abol- 
ish tissue resistance to the digestive action of gastric 
juice. 

The authors report a case of acute gastric erosions 
associated with massive hematemesis, occurring as a 
complication of cerebrovascular accident. In this case 
a gastrectomy was performed successfully. (New Eng- 
land J. Med., 251: 769, 1954.) 


Administration of Fluid Via Bone Marrow 


Pmtar administered 35 separate intramedullary in- 
fusions to 20 men. In all the cases the iliac crest was 
the site of the infusion. The speed of intramedullary 
administration of various fluids seemed the prime 
factor in preventing irreversible shock in some patients 
suffering from peripheral vascular collapse. They 
might not have received adequate treatment if time 
had been wasted in fruitless search for veins. This 
procedure also proved valuable in the treatment of 
restless and uncooperative patients, permitting greater 
freedom of movement than intravenous infusion 
would have allowed. 

The iliac crest was the preferred site because the 
absorption area is much larger than in the sternum; 
the wing of the ilium offers a deep plane, and conse- 
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quently, the actual depth of penetration of the | cede 
is of secondary importance; if the wall of the ilium 
is accidentally perforated, no vital organs aie en- 
countered; and the emotional trauma of a sternal 
puncture is eliminated. (New England J. Med.. 25): 
846, 1954.) 


Cutaneous Manifestations of Acute Pancreatitis 


Sicmunp and Shelley report a case of recurrent acute 
pancreatitis in which there appeared an asymptomatic 
dusky red, mottled area of the skin of the left side 
of the abdominal wall. The color gradually became 
darker but remained in the same site, presenting a 
reticulated pattern. This discoloration was referred to 
as livedo reticularis. 

The authors hypothesize that escaped trypsin dam- 
aged the vascular wall of some of the superficial ar- 
teries or veins or both. This resulted in a reduction of 
cutaneous blood supply, with a picture of permanent 
livedo reticularis. 

Another discoloration of the skin appearing in 
pancreatitis is known as the Grey-Turner sign. This 
is an area of ecchymosis on the abdominal wall arising 
from the subcutaneous extravasation of hemorrhagic 
peritoneal fluid. Usually it appears as a small, single, 
red or purple patch about the umbilicus or in the 
flank. Color changes follow the sequence developed 
by any extravascular collection of blood in the skin. 
(New England J. Med., 251: 851, 1954.) 


Action of Zephiran on Tubercle Bacilli 


HIRSCH DEMONSTRATED that tubercle bacilli are not 
killed by exposure to moderate concentrations of 
benzalkonium chloride (Zephiran). However, even 
low concentrations of this substance exerted a rapid 
bactericidal action on several saprophytic myco- 
bacteria and non-acid-fast microérganisms. These 
observations suggest the possible use of Zephiran to 
eliminate contaminating non-acid-fast microérganisms 
and saprophytic mycobacteria from specimens to be 
examined by culture for tubercle bacilli. They also 
show that aqueous solutions of Zephiran are not suit- 
able for disinfecting material likely to contain tubercle 
bacilli. (Am. Rev. Tuberc., 70: 312, 1954.) 


Lesions of the Body and Tail of the Pancreas 


Lesions of the body and tail of the pancreas are 
frequently silent until they have reached a large size. 
Chamberlin and Imber have been able to detect a mass 
in the body of the pancreas by the changes in the left 
pyelogram in some patients who had no other demon- 
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strable evidence of the location of their disease. The 
authors present a series of six patients who were 
found to have either carcinoma, carcinoma with re- 
tention cysts, or benign cyst of the pancreas. The 
first clue in their cases was seen on the supine films 
of the excretory urographic study. The renal paren- 
chymal shadow was slightly broadened and occasional- 
ly elongated; the calyces appeared stretched out and 
spindle-shaped without displacement, obstruction or 
amputation; the renal pelvis showed varying degrees 
of compression deformity ; the proximal ureter at times 
was displaced posteriorly or laterally. 

The topographic anatomy of the pancreas and left 
kidney help to explain the mechanism by which 
pressure effects were produced. The body and tail of 
the pancreas lie obliquely over the middle or the 
upper part of the left kidney when the patient is in the 
supine position. Tumors and cysts of the body and 
tail produce a relatively immobile mass, which is 
seldom palpable or ballottable. (Radiology, 63: 722, 
1954.) 


Pulmonary Histoplasmosis 


REEVES REPORTS a case of acute pulmonary histoplas- 
mosis occurring in a 39-year-old carpenter who con- 
tracted the disease while working in a church belfry. 
This belfry had been used for years by pigeons, and 
there was an estimated half ton of pigeon manure de- 
posited on the floor. He developed an illness char- 
acterized by severe chills and high fever. In addition 
there was chest pain and a cough productive of about 
30 cc. of black thick sputum. An x-ray of the chest 
showed diffuse patchy densities varying in diameter 
from 5 mm. to 2 cm., scattered uniformly from apex to 
base throughout both lungs. The course of the illness 
was benign. The soft patchy densities disappeared and 
five years later there was disseminated pulmonary cal- 
cification presenting healed histoplasmosis. 

This report emphasizes that pulmonary histoplas- 
mosis, although acute in onset, may be entirely benign 
in contrast to some of the cases of disseminated histo- 
plasmosis that are fatal. It also emphasizes that at times 
disseminated pulmonary histoplasmosis may occur as 
an isolated case rather than in epidemics. (Am. J. 
Roentgenol., 72:769, 1954.) 


Venous Thrombosis in Paraplegics 


By rans of phlebography, Boss, Conrad and Massell 
appraised the prevalence of deep venous thrombosis in 
the lower extremities of patients having paraplegia. In 
99 cases, there were 58 instances of venous occlusion 
(58.6 per cent). The venous disease was symptomless 
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vane cava 


Pelvic veins: 5 
6 thrombi (Mici. & 
8 thrombi C. & 


Deep femora! veins: 
49 thrombi (Nick. & P.) 
41 thrombi & M., 


Superficial femoral 

vein systern: 

21 thrombi & 
34 thrombi (8., C. &M.) 


(not surprising in patients who lacked sensation in the 
affected extremities) except for an occasional instance 
of edema. The distribution of sites of venous involve- 
ment agreed closely with the findings reported from 
dissection techniques by McLachlin and Paterson in 
100 cases (see accompanying illustration) . 

The incidence of pulmonary embolism was thought 
to be quite low in paraplegics. There were no examples 
of this complication in the 99 patients in whom phlebo- 
grams were obtained. In 1,000 other paraplegics, there 
were only three cases of recognized pulmonary embol- 


‘isnt (0.3 per cent), with one fatality (0.1 per cent). 


Anticoagulants were not administered to any of the 
paraplegics in whom thrombi were identified by phle- 
bography. (Surg., Gynec. ¢& Obst., 99:451, 1954.) 
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Summary of Chemotherapy of Leukemia and Related Disorders 


Disease 


Hodgkin's 

Chronic lymphocytic leukemia 
Lymphosarcoma 

Reticulum cell sarcoma 
Chronic myelocytic leukemia 
Acute leukemia—ymphoblasti 
myeloblastic 

monocytic 


aaanan 


+ + 
++++aann 


cootoooco 
+ 
cootoooo 


+++ Effective 
O Ineffective 


+++-+ Effective and preferable 
+ Sometimes effective 


| 


+-+ Moderately effective 
C Contraindicated 


+ Slightly effective 
6MP 6-mercaptopurine 


Chemotherapy of Leukemia and Lymphomas 


IN THEIR DISCUSSION of ten years’ experience in chem- 
otherapy of leukemia, Hodgkin’s disease and re- 
lated disorders, Wintrobe and associates summarized 
their opinions in tabular form, as shown in the 


table above. (Ann. Int. Med., 41:447, 1954.) 


Vertebral Angiography 


NaMMIN has described a technique for visualization of 
the vertebral artery in the localization of tumors that 
lie in the region of this vessel. The procedure has been 
performed 162 times, with two deaths. 

Using a 7-centimeter long 0.8 mm. needle, similar to 
a lumbar puncture needle, under general anesthesia or 
local block, the vertebral artery is approached from the 
anterolateral region of the neck or at the base of the 
skull. A ready flow of blood from the needle on removal 
of the obturator insures that it lies within the lumen 
of the vessel. Six to 7 cc. of a soluble iodine salt is then 
injected into-the vessel and films are taken. An auto- 
matic x-ray plate changer aids in the taking of multiple 
pictures within a short period of time. A similar tech- 


nique can be used for injection of the vertebral vein. 

Resulting angiograms have led to diagnosis of such 
conditions as vascular malformations, tumors of the 
cerebellopontine angle, suprasellar and retrosellar tu- 
mors, pinealomas, tumors of the cerebellum, menin- 
giomas of the tentorium and thrombosis of the posterior 
cerebral or internal carotid artery. The author stated 
that this procedure is a relatively benign one if proper 
precautions are observed in its use. (J. Neurosurg. 


11: 442, 1954.) 


Calcification in Gastric Malignancy 


BATLAN REPORTS an unusual case of calcification in a 
mucinous adenocarcinoma of the stomach. In re- 
viewing the few other case histories of gastric carci- 
noma in association with calcification, in every case 
the neoplasm was characterized by mucinous de- 
generation and the calcification occurred only in areas 
of degeneration. In the presence of a calcified mass 
occupying the upper and anterior part of the ab- 
domen, the possibility of calcification within the 
stomach wall in gastric malignancy should be con- 
sidered. (Radiology 72: 788, 1954.) 


So Help Me, Hippocrates 


Resotvep, that I, Dr 
Scientific Assembly of the American Academy of General Practice in Los 
Angeles, March 28-31, and that with these.words I will instantly take steps 
to implement this resolution, as follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation reservations. 

3. Instruct secretary to assist me in impressing all patients with the fact 
that their welfare and mine depend upon my being in Los Angeles in 
March, 1955. : 

4. Arrange for substitute in practice. 


, will attend the 1955 
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New York Academy of Sciences 


(New York City; Jan. 26-27.) A HYDROCORTISONE ace- 
tate spray brought subjective or objective improvement 
in 86 per cent of 100 patients with vasomotor rhinitis 
when used over a period of months. Benefits ceased 
within two weeks after the spray was discontinued. 
There was no evidence of systemic absorption or 
significant adverse effects from the hydrocortisone. 
—Drs. Joun H. Burcer and Josern H. SHarrer, Al- 
lergy Division, Henry Ford Hospital, Detroit. 

> CarEFUL combined use of cortisone and hydrocorti- 
sone, together with antibiotics, appears life saving in 
cases of overwhelming infections. The adrenal hor- 
mones temporarily inhibit systemic toxicity resulting 
from the infection, thus in effect “buying time” and 
enabling the patient to survive until the antibiotics 
have opportunity to take effect.—Dr. Laurence W. 
Oakland, Calif. 

(New York City; Jan. 20-21.) WHEN one person in a 
family develops recognizable polio, nearly everyone 
else in the family is also infected with that same type of 
virus with no apparent illness. In 26 of 31 households 
studied where polio occurred, “nearly every other 
previously nonimmune household associate also was 
infected,” as shown by blood tests demonstrating pro- 
tective antibodies. 

A Tulane team is following 150 infants, starting 
from birth, in three economic groups. Sixty infants 
have so far been found to have become immune to one 
or more types of polio, although they never showed 
apparent polio infection. Few infants contracted the 
virus before age 9 months. Antibodies inherited at 
birth apparently begin to disappear at about age 6 
months.—Drs. Joun P. Fox, Henry M. Gexranp, 
Pravin N. Batt, Dororuy LeBianc and Donatp P. 
ConweiL, Tulane University, New Orleans. 

(New York City; Feb. 3-4.) In Treatment of drug ad- 
dicts, reserpine cancels out mental terrors and fears, 
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and almost eliminates retching, spinal chill, diarrhea 
and other symptoms of withdrawal. Alcoholics respond 
best; next, users of morphine and _ heroin.—Dr. 
Eucene F. Carry, Chicago Police Department. 


American Academy of Allergy 


(New York City; Feb. 7-9.) MonTHLY injections of gam- 
ma globulin during the six fall-to-spring months are 
credited with reducing asthmatic attacks in asthmatic 
children. The value is in building up resistance to 
respiratory infections which precede the asthma. Asth- 
matic sieges were reduced by half in 75 children re- 
ceiving gamma globulin, compared with another 75 not 
receiving this treatment.—Dr. Ratpu Bowen, Houston, 
Tex. 

> THERE is no evidence that simultaneous administra- 
tion of an antihistamine reduces the incidence of reac- 
tions from penicillin. This statement is based on a 
blind study made upon hundreds of Michigan students. 
—Drs. KennetH P. Maruews, Rosert G. Lovet, 
Warren E. Forsyrue, and Joun M. SHeEtpon, and 
Fay M. Hempum, University of Michigan. 


American Federation for Clinical Research 
(New Orleans, La.; Jan. 28.) WHEN a person changes 


from erect to supine position, the amount of air in 
the lungs is reduced somewhat because the diaphragm 
shifts upward. Fat people have a smaller reserve air 
space to start with. So, when they lie down, they 
breathe about as inefficiently as a normal person 
breathes “while standing on his head.”—Dnrs. J. B. 
Hickam, E. Bram, H. O. Smexer and J. Ketry, Duke 
University School of Medicine. 

> THE KINETOCARDIOGRAM (KCG)—a recording of car- 
diac-induced movements of the precordium—is an- 
other means for deciding about the presence of mitral 
stenosis in cases in which that diagnosis is in question. 
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In mitral stenosis there is an outward movement of the 
precordium early in systole—most noticeable along the 
left sternal border. In “pure” mitral regurgitation the 
KCG shows.a later outward systolic movement best 
detected at the cardiac apex. A combination of mitral 
stenosis and mitral regurgitation causes both types of 
systolic “waves” in the KCG.—Dnr. E. E. Eppieman, 
Jr., Medical College of Alabama. 

> Srupies in Harvard oarsmen reveal a striking rela- 
tionship between personality structure and metabolic 
responses to a combined emotional-physical stress. On 
the day of a race or of a time trial, psychologically “‘re- 
sponsive” oarsmen develop signs of strong adrenal 
cortical activity (drop in eosinophils, change in hor- 
monal content of urine). These changes are not ap- 
parent on practice days which entail a similar physical 
stress without the factor of emotional stimulation. Nor 
are they apparent on any of the days in psychologically 
“unresponsive” men. The results of the study im- 
ply that adrenal responsiveness to emotional-physical 
stress is an indication that the subject may be expected 
to give a good performance.—Drs. S. RicHARDSON 
Hut, Jr., H. M. Fox, B. Murawsgt, S. J. Gray, J. R. 
St. Marc and G. W. Tuorn, Peter Bent Brigham Hos- 
pital and Harvard Medical School. 

> Tue pain that comes during exercise of ischemic 
muscles ordinarily is thought of as a warning that 
exercise should be stopped. Also it seems that onset 
of pain announces the impairment of muscle strength 
—a loss that can be repaired only by rest. In a young 
woman having congenital insensitivity to pain, when 
her forearm was made ischemic, she was able to con- 
tinue rhythmic contractions of the bloodless limb for 
four minutes, well beyond the limits ordinarily im- 
posed by pain. She felt no pain, and her muscle 
strength was undiminished. This suggests that is- 
chemic pain, in a physiologic sense, is a premature 
warning.—Drs. M. Kipnts, L. D. Cowen and 
E. C. Kunxiz, Duke University Medical School. 

> EXPERIMENTS with small laboratory animals suggest 
that moderate activity in patients with recent myo- 
cardial infarction is not necessarily harmful. Ligation 
of the left coronary artery of rats produces a rather 
constant immediate mortality. Surviving animals de- 
velop a large infarct of the left ventricle. These animals 
tolerate even violent exercise seemingly as well as ani- 
mals submitted to control thoracotomy.—Drs. THoMas 
N, P. Jouns and B. J. Otson, National Heart Institute. 


Southern Society for Clinical Research 


(New Orleans, La.; Jan. 29.) SurcEons are rapidly 
developing new techniques for heart operations that 
allow the operator to work on the open heart. In recent 


dog experiments, operations have been done under 
conditions of hypothermia controlled to give body 
temperatures almost as low as 0° C. At these low tem. 
peratures, the animal’s heart has stopped beating and 
can be excluded from the circulation. Blood flow js 
kept going in other organs with an extracorporeal 
pump-oxygenator. Thus the heart can be opened and 
manipulated for as long as 35 minutes. Then the heart 
is closed, the blood rapidly rewarmed, and cardiac and 
respiratory functions come back to normal. Some ani- 
mals die of postoperative complications, but the great 
majority survive the experiment and are quite normal 
afterward.—Dr. Frank Gowan, Thayer Veterans Ad- 
ministration Hospital, Nashville, Tenn. 

> In ONE FORM of “irreversible” shock, the irreversi- 
bility seems related to plugging of the pulmonary 
capillaries with a multitude of very small blood clots. 
If dogs are kept in a hypotensive state for some hours 
after bleeding, they die in spite of reinjection of blvod. 
It seems that during the phase of hypotension, clotting 
has occurred in the capillaries throughout the body. 
When an effort is made to restore the circulation to 
normal, the little capillary clots are washed toward the 
lungs where they plug the pulmonary circulation faster 
than the anima!’s fibrinolytic defenses can act to pre- 
vent this. Then the dog dies because of a blockade to 
effective circulation. Strong proof is afforded by the 
fact that pretreatment with heparin prevents “‘irreversi- 
bility.”” Once the animal has entered the shock state, 
the anticoagulant does no good, presumably because 
the tiny clots have already formed and are unaffected 
by heparin.—Drs. Jack W. Crowe and W. L. Reap, 
School of Medicine, University of Mississippi. 


Weight Control Colloquium 


(Ames, Iowa; Jan. 18-20.) Recent evidence indicates 
overweight is becoming more frequent among Ameri- 
can males, and less frequent among women, except 
Negro women. Men now are about five pounds heavier 
for their height than in 1912, white women about five 
pounds lighter, and Negro women about 15 pounds 
heavier.—Dr. James M. Hunptey, Laboratory of Bio- 
chemistry and Nutrition, National Institutes of Health, 
Bethesda, Md. 

> Ir 1s a misconception that physical exercise does 
little good in reducing or in maintaining normal 
weight. Experimental and clinical work does not bear 
out the idea that exercise costs only a few calories, or 
increases appetite and food intake to offset the weight 
reduction from sports or work. The calorie cost of 
exercise is high. Inactivity is an important factor in 
creeping overweight in our society.—Dr. JEAN MAYER, 
Harvard School of Public Health. 
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The Rh-Positive Jaundiced Newborn 


Q. What diagnostic tests should be performed on an 
Rh-positive jaundiced newborn? Should any specific 
treatment be started ? 


A. When hemolytic disease due to Rh incompatibility 
is suspected in the newborn, the most important 
diagnostic test is the direct Coombs test, which should 
be positive in all cases. Serum bilirubin level, hemo- 
globin concentration and red blood cell, normoblast 
and reticulocyte counts are also valuable diagnostic 
aids. In addition, these tests are helpful in assaying the 
severity of the disease and hence in determining the 
therapy. 

It is desirable whenever possible to determine the 
blood type and Rh factor of the mother prenatally, with 
an anti-Rh titer should the mother be Rh negative. It 
is then possible to obtain cord blood for the above- 
mentioned tests and thus be able to establish the 
diagnosis and institute therapy more promptly. 

When faced with the problem of a jaundiced new- 
born after birth, it is well to determine both the blood 
type and the Rh factor of mother and child, for an in- 
creasing number of cases of hemolytic disease of the 
newborn due to ABO incompatibility are being found. 
Such an incompatibility may be the actual cause of the 
hemolytic process, even in the presence of an Rh-posi- 
tive infant of an Rh-negative mother. Unlike the hemo- 
lytic disease due to Rh incompatibility, the direct 
Coombs test is often negative in cases of ABO incom- 
patibility. 

There is mounting evidence that the degree of 
hyperbilirubinemia and the incidence of kernicterus 
are very closely correlated. Therefore, when the diag- 
nosis of hemolytic disease of the newborn due to Rh 
incompatibility has been established (a positive 
Coombs test in an Rh-positive infant of an Rh-negative 
mother), the treatment of choice is exchange transfu- 
sion whenever possible, in all except the mildest cases 
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These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


where only cautious observation is necessary. The in- 
dications for exchange transfusion most generally 
accepted are (1) prematurity; (2) history of a previous 
sibling with kernicterus or death due to hemolytic dis- 
ease; (3) cord hemoglobin of less than 14.5 Gm. (or 
capillary hemoglobin below 15.5 Gm.) at birth; (4) 
cord bilirubin above 3 mg.; or (5) serum bilirubin 
levels approaching 20 mg. during the first 48 hours of 
life. 

When exchange transfusion is not possible, simple 
transfusions of 5 to 10 cc. of whole blood per pound of 
body weight may be given to combat the anemia. It 
should be remembered that this therapy will do little or 
nothing to improve the other factors involved, such as 
the hyperbilirubinemia, cardiac failure or rate of 
hemolysis. 

Blood used for either exchange or simple transfusion 
should be Rh negative, and either type-specific or type- 
O blood with group specific substance added. It is also 
advisable to do a Coombs crossmatch of the donor cells 
with the mother’s serum as an added precaution against 
undetected or multiple iso-immunization. 


Mucous Colitis 


Q. What is a good treatment for mucous colitis, recur- 
rent ? 
A. Mucous colitis is a term applied to a rather broad 
group of noninflammatory, functional bowel disturb- 
ances characterized by irregular movements and the 
expulsion of excessive amounts of clear mucus. It is 
particularly common in nervous, high-strung women. 
X-ray examination reveals little other than spasticity, 
and sigmoidoscopy usually reveals a glazed mucosa. 
During attacks the patient often exhibits tender, con- 
tracted bowel with at times paroxysms of pain. The sig- 
moid flexure of the bowel is most likely to react to 
psychosomatic disturbances. The first and foremost 
point is to rule out organic disease as well as the possi- 
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bility of any low-grade infection of the bowel wall 
(culture of the stool). 

The most obvious association is that of an emo- 
tionally unstable individual with exaggerated reactions 
to stress and strain. It follows that the first and most 
important point in treatment is careful examination 
followed by the assurance that there is no organic basis 
for the complaint. At this point psychotherapy and its 
investigation of underlying emotional complications, 
frustrations, maladjustment, are the most important 
methods of therapy. Medically the treatment is seda- 
tive, antispasmodic and protectant. A useful prescrip- 
tion is as follows: 


Belladonna extract (or hyoscyamus extract) gr. Ye 

Phenobarbital gr. % 
and if severe enough 

Papaverine gr. % 

For one capsule No. 24 

Label: Take one capsule after meals. 


We have found a powder such as the following very 
effective in colon regulation: 


Hyoscyamus extract gr. 
Acetophenetidin 
Bismuth subcarbonate gr. 12 


Magnesium ox. pond. 

For one powder No. 24 

Label: Take one powder in water after lunch and 
dinner. 


gr. 10 


If there is looseness of the bowels, substitute Kaolin 
for heavy oxide of magnesium. 
Flaxseed poultices to the abdomen and warm oil in- 


jections (olive oil, Wesson oil or Mazola oil) are often 


quite effective. In some instances, if there is any allergic 
history, an antihistaminic is helpful. 

Dietary reguiation, unless the patient is allergic to a 
given food, is generally a mixed diet, preferably of the 
low-residue variety. Attention to stool studies will 
often reveal undigested foods or some indication of an 
upper digestive upset and will rule out the possibility 
of a parasitosis as well. In our experience mucous coli- 
tis is particularly common in individuals with allergy 
and also those with biliary tract disease. Therefore a 
follow-up along these lines is indicated when routine 
x-ray and sigmoidoscopic studies are negative. 


Cyclopropane Anesthesia 


Q. What precautions should be taken to avoid toxic reac- 
tion to cyclopropane anesthetic ? 


A. Cyclopropane is capable of sensitizing the pace- 
maker of the heart, especially when the patient is 
hypoxic or reacting to either endogenous or exo- 
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genous epinephrine. Pitressin presents another 
compatibility with cyclopropane for the same reason, 
Carbon dioxide retention through hypoventilation js 
also capable of inciting this mechanism. 

The precautions to be taken to avoid these toxic 
reactions are: (1) elimination of all factors such as 
drug incompatibilities listed above; (2) maintenance 
of good and clear airway during anesthesia; (3) avoid- 
ance of excessive dosage of cyclopropane ; (4) instituted 
and controlled respirations during deep anesthesia: 
(5) elimination of all cyclopropane as an anesthetic as 
soon as any pulse irregularity develops (in an antici- 
pated 5 per cent of patients) ; (6) the use of adjunctive 
ether, which depresses these reflexes, or a complete 
substitution of ether as the primary agent in the 
presence of difficulty (with of course adequate oxygen- 
ation). 


Prolapse of the Uterus 


Q. Anelderly female with a severe prolapse of the uterus 
refuses pessary treatment and is developing ulcera- 
tions of the cervix. Her general condition is good, and 


she could stand surgery. What is the operation of | 


choice? How successful is surgery? 


A. Several types of surgical procedures are available 
for the cure of procidentia in elderly women. The 
choice of operation depends to a large extent on the 
previous training of the surgeon. 

A large number of gynecologists would very likely 
elect a total vaginal hysterectomy with anterior and 
posterior colporrhaphy. Perhaps an equal number of 
gynecologists would select the Manchester procedure 
which combines a high amputation of the cervix, ap- 
proximation of the cardinal ligaments in such a way 
as to support the uterine fundus, and of course, an 
anterior and posterior colporrhaphy. 

A third procedure, far less commonly performed and 
reserved chiefly for elderly widows in poor physical 
condition, is the LeFort colpocleisis. A laparotomy 1s 
never performed for procidentia alone. 

Prior to surgery, estrogens should be employed 
topically in the vagina to develop stronger tissues, 
and the cervical ulcerations should be treated to elimi- 
nate infection. Some type of regional anesthesia is 
ordinarily preferred over general anesthesia for this 
type of surgery. 

In capable hands the end results are excellent and 
recurrence rates are low. Of considerable importance 
is the recognition and surgical cure of enterocele if it 
should exist in conjunction with the uterine prolapse, 
and a proper elevation of the bladder neck if there 
should be an accompanying stress incontinence. 
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Clinical Interpretation of Laboratory Tests. 3rd ed. By Raymond 
H. Goodale, M.D. Pp. 720. Price, $7.50. F. A. Davis Company, 
Philadelphia, 1954. 

Tuis ep1T10N of Dr. Goodale’s book incorporates the newer lab- 
oratory procedures. Application of the currently available labora- 
tory tests is manifestly a Herculean task. Necessarily, a book 
which attempts to do this in some 600 pages is overweighted with 
lists at the expense of readability. Such cataloguing is acceptable 
in a technical reference, but invites criticism here. Although the 
need to conserve words is apparent, the procedural minutiae of 
some tests are presented. 

Referring to bone marrow aspiration, the author advises: 
“When the cortex is pierced, a ‘give’ is felt . . . if no specimen 
is (obtained), the needle is forced deeper . . .”” Also, the Queck- 
enstedt test is presented as a routine. Such aggressiveness is 
fraught with danger. 

There are more than 100 plates and illustrations, and these 
are good. 

The book falls somewhat short of its author’s ambitions. 

—Rosert J. Gitston, M.D. 


Hypothyroidism. By Paul Starr, M.D. Pp. 127. Price, $3.75. 

Charles C Thomas, Springfield, Ill., 1954. 

Myxepema and cretinism, with their classic clinical pictures, are 
readily diagnosed, but we have neglected the very large group of 
other hypothyroidisms, principally due to lack of reliable labora- 
tory tests. This excellent monograph details convincingly the en- 
larged field of hypothyroidism, with both laboratory and clinical 
methods of detection. The author says “it seems likely that the 
incidence is high and that many general degenerative states are 
the result of or are associated with hypothyroidism and might 
be corrected” with thyroid therapy. 

Arterial thromboses due to effects of hypothyroidism on blood 
flow, and atherosclerosis from biochemical disorder may be as- 
sociated with and corrected by thyroid therapy. Other clinical 
complaints which require advanced laboratory inquiry for possible 
hypothyroid etiology are fatigue, depression, somnolence, psy- 
chasthenia, malnutrition, certain anemias and chronic cardiac 
disease, says the author. 

His classification of thyroid gland deficiency is: 

1. Thyroid. Due to deficient production of thyroxine. 

2. Pituitary. Due to insufficient secretion of thyroid-stimulat- 
ing hormone (TSH) by the anterior pituitary. 

3. Ilypothalamic. That due to disorganization of the hypothal- 
amus, impairing pituitary activation, and 

4. Somatic. That due to inhibition, destruction or diversion of 
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thyroxine from the tissues owing to disease. Excellent clinical 
case histories of each of the above classifications are given, with 
laboratory diagnostic methods. 

Dr. Starr is enthusiastic in praise of the diagnostic significance 
of PBI (protein bound iodine) blood levels, and actually deline- 
ates carefully the details of laboratory methods for making this 
test. Also, the place in diagnosis of the basal metabolic rate, the 
I" uptake, and blood cholesterol levels are given consideration. 

This reviewer is inclined to disagree with one statement, viz. : 
**There is no evidence that the senile (meaning chronologically 
old) individual is hypothyroid.” But there are other statements 
of prime importance, such as: “There seems to be no advantage 
to the patient in the various forms of modified extract”; ‘the 
practice of medicine guided by symptoms and signs is not exact 
enough to give the patient health”; “the basal metabolic rate is 
not diagnostic” ; and “‘the citizen being damaged by hypothyroid- 
ism does not know it. It would be wise to screen all patients, with 
few exceptions, by determining the serum protein bound iodine.” 

It is true that this test is complicated and expensive; but that 
has been true of many of our common tests at their inception. 
Increased usage of tests invariably results in reduction of proce- 
dure, improved reliability of results and lowered cost. 

Anyone desiring to do either experimental or clinical research 
on thyroid will profit by having this concise, well-printed and 
authoritative volume at hand. —Epwarp H, HasHInGER, M.D. 


Handbook of Emergency Toxicology. By Sidney Kaye. Pp. 303. 

Price, $5.75. Charles C Thomas, Springfield, Ill., 1954. 

EVERY GENERAL PRACTITIONER receives calls concerning actual or 
potential poisoning, and many times the agent in question is 
wholely unfamiliar to him. For this reason, he needs to have in 
mind certain basic principles of first aid in poisoning cases and 
a convenient reference in which he can, without delay, look up 
specific pertinent information. The need is now greater than 
before because in the past decade many new pesticides and agri- 
cultural poisons have come into common use. 

The present volume opens with a section devoted to general 
information regarding poisoning, the signs and symptoms en- 
countered and emergency first-aid treatment. A section on 
analysis will be of help to coroners and technicians, but will be 
of little value to the physician. 

A second section is devoted to a fairly complete list of the 
commercial sources of poisons, as well as a listing of poisons 
which are commonly found in household articles. The final sec- 
tion of the book is an alphabetical listing of poisons under their 
common chemical name. In this section the author gives, among 
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other things, a list of symptoms which the chemical procuces, 
and specific recommendation for treatment. Pharmacology js 
touched on only very lightly, and this is considered to be un. 
desirable inasmuch as it does not give the physician the fullest 
possible insight into the mechanisms of poisonings involved, 
The book should be of value to all practicing physicians, but 
it is regrettable that the author, a toxicologist, did not have a 
physician as a co-author. The book would be more valuable if jt 
had a somewhat more clinical point of view. 

—Jesse D. Risinc, 


Practical Fluid Therapy in Pediatrics. By Fontaine S. Hill, M.D. 
Pp. 275. Price, $6.00. W. B. Saunders Co., Philadelphia, 1954, 
Peruaps it is the chemistry we have forgotten, but most of us find 
the modern concepts of fluid therapy a little difficult to grasp, or, 
at least, to retain. Be that as it may, the milliequivalent, etc., are 
apparently here to stay so that it behooves us, if we haven’t al- 
ready done so, to get on the ball regarding these matters. Dr. Hill 
sets out to show the whys and wherefores of fluid therapy, par- 
ticularly as it applies in the treatment of children. Consequently 
his book begins with definitions and goes on to physiology and 
chemistry as they apply to this subject. He explains what hap- 
pens in cases of pathologic imbalance. Then he deals with spe- 
cific disease conditions, points out what happens chemically and 
physiologically, and gives the treatment based on this reasoning. 
This is not a book for browsing. The contents of its back pages 
relate to those of its front pages as well as those in the middle! 
It cannot be digested quickly. Once you have gone through it 
you are well informed on the subject, even though you may have 
to continue to use the book for reference. From what has been 
said you can infer that it is an excellent and very practical book 
on the fundamental and universally important subject of fluid 
therapy, especially as it applies in the treatment of children. 
—Kerrn Hammon, M.D. 


Psychosomatic Case Book. By Roy R. Grinker, M.D. and Fred P. 
Robbins, M.D. Pp. 337. Price, $6.50. The Blakiston Co., Inc., 
New York City, 1954. 

Tuts BooK has been written to illustrate the psychosomatic ap- 
proach in medicine through the study of clinical histories, It is 
divided into sections showing general concepts, problems of 
diagnosis, special syndromes and therapy. 

The authors feel that nonpsychiatrists should be familiar with 
basic concepts of psychosomatic medicine so that they can 
properly evaluate which patients will need the assistance of 
psychiatrists. They also believe that the nonpsychiatric physi- 
cian, because of his relationship with his patients, is in a better 
position to apply some of the simpler forms of psychiatric 
therapy. 

The book is well written for the general practitioner, although 
frequently it is difficult to understand the psychoanalytic ap- 
proach and explanations of the case histories. 

The chapters on therapy and the general summary would be 
worth-while reading for any physician, including those 
specialties. 
The authors are intensely aware of the incomplete and im- 
perfect state of our knowledge in both the psychic and somatic 
areas of medicine. This lends a timeliness and forcefulness, and 
permanent value to their ideas that is lacking in the works of 
some others who are satisfied with the finality of their ideas. 
This book should help the reader to “think through” the prob- 
lems he will meet, rather than serve him a cook-book type of 
answer. The humility of the authors, and their willingness t 
admit their lack of complete knowledge, is extremely refreshing 
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to us nonpsychiatric physicians who are all too often aware of 
this identical lack. 

It would seem wise to read the summary, the last chapter in 
the book, first. This will help orient the rest of the book and 
keep the ideas in perspective. —-MELvin S. Dona.pson, M.D. 

—Sran.ey R. TRUMAN, M.D. 


Laboratory Aids in Endocrine Diagnosis. By Roberto F. Escamilla, 
M.D. Pp. 131. Price $4.75. Charles C Thomas, Springfield, Ill., 
1954. 

Tus RECENT ADDITION to the American Lecture Series discusses 

routine and special laboratory tests in the diagnosis and evalua- 

tion of endocrine disease. The author attempts to relegate these 
tests to their proper place, i.e., as aids in diagnosis. He empha- 

sizes the errors which may occur during the performance of a 

complicated laboratory test and the need to weigh the laboratory 

result with the clinical impression. 

The book opens with a brief chapter on information about en- 
docrine diseases obtained from routine blood and urine examina- 
tions and continues with chapters on special tests of blood and 
urine. A brief discussion of the basal metabolic rate, radioactive 
iodine uptake, blood pressure tests and electrocardiogram fol- 
lows. X-ray examination in endocrine disease is discussed and 
several illustrative films are well reproduced. Urine hormone ex- 
aminations which are discussed include pregnancy determina- 
tions, 17-ketosteroids, follicle-stimulating hormone, and preg- 
nandiol excretion. Chapters follow on evaluation of vaginal smears 
and cervical mucus, and a brief discussion of the use of endome- 
trial biopsy. Final chapters deal with semen examination and 
testicular biopsy. 

Specific laboratory methods in current use at the University 
of California Hospital are described for many of the tests dis- 
cussed, and references are listed for the detailed procedures. 

This book is brief—131 pages—and easily read. Its brevity 
prevents a detailed discussion of the physiologic abnormalities 
underlying the tests which are presented. However, the reader 
is provided with a list of tests helpful in the diagnosis of endo- 
crine diseases and a brief description of procedure and results. 

The most useful part of the book for the student or general 
practitioner is a concluding index of endocrine disorders listing 
the useful laboratory tests in three categories: (1) those of most 
importance, which should probably be performed in every case; 
(2) those frequently helpful or of interest in diagnosis or man- 
agement; (3) laboratory data of incidental interest. 

Cross references allow the reader to find easily more detailed 
discussion of the tests in previous chapters. 

—Marcus Scuaar, M.D. 


The Manual of Antibiotics, 1954-55. Edited by Henry Welch, 
Ph.D. Pp. 87. Price, $2.50. Medical Encyclopedia, Inc., New 
York, 1954. 

Tuis BOOK is a reference volume in which there are listed all the 

presently commercially available antibiotic preparations. These 

are tabulated alphabetically by their generic terms. The trade- 
hames given to these products by each manufacturer are listed 
with the generic equivalent. 

For ready reference these antibiotic preparations are well in- 
dexed both by trade and generic terms, in separate indices, and an 
index of all manufacturers with their addresses is also included. 

The number of tradenames used for antibiotic preparations 
has increased tremendously. One single penicillin preparation 
has as many as 36 tradenames. 

In order for this book to remain up to date it will be necessary 
to add « supplement about every three months. 
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While this book achieves the purpose for which it was intended, 
I doubt that many doctors in active practice will find much use 
for it as they already have a good knowledge of various antibiotic 
preparations. —Harvey D. Runty, 


Fluid and Electrolytes in Practice. By Harry Statland, M.D. Pp. 

206. Price, $5.00. J. B. Lippincott Co., Philadelphia, 1954. 
FOLLOWING A SET of apparently popular lectures, the author has 
yielded to local popular request and has expanded his lectures 
into the current volume, intended to serve as a practical guide 
to fluid and electrolyte therapy. 

One hundred and twenty-eight pages are devoted to “General 
Principles” and I think this is the better part of the book, the 
part that will be more useful to the practitioner. Fifty-four pages 
are devoted to “Application to Special Conditions.” Here, the 
many illustrative (and useful) calculations make you feel the 
problem is only an exercise in applied arithmetic; the text needs 
to emphasize more strongly that any such calculation justifies its 
use only if it provides a safe clinical approximation. 

The text is a useful one for the physician who wants a starting 
point in this field. There are 30 good diagrams complementing 
the text, 11 pages of reference and a good index. 

In the chapter on “Heart Disease,” I believe emphasis should 
have been placed on low serum sodium states, without depletion 
of total body sodium, which are not helped by hypertonic sodium 
chloride. In the chapter on ‘Kidney and Urologic Diseases,” I 
would not agree with the statement made in dealing with acute 
anurias, that “‘it is perhaps best to err on the side of slight edema 
rather than dehydration.”» —Nicuotas J. Corsonas, JRr., M.D. 


Cerebral Vascular Disease. By J. Peter Murphy, M.D. Pp. 408. 
Price, $12.00. The Year Book Publishers Inc., Chicago, 1954. 


‘THE CONTINUING increased importance of cerebral vascular disease 
not only as a cause of death but also as the producer of disabling 
sequelae such as Parkinsonism and hemiplegias has been noted 
and commented on by physicians in ever increasing numbers. 
Longer life expectancy and the decline of diseases which were 
previously more prevalent or deadly has given cerebral vascular 
disease ranking among the top three diseases as a cause of death. 
In spite of this, there have been few complete works on this par- 
ticular subject. This is undoubtedly the result of the amount of 
labor involved, since no book on this subject would be complete 
without a consideration of embryology, clinical neurology and 
the new fields of cerebral hemodynamics and rehabilitation. It 
would require an author of wide interest and experience to be 
able to write such a book. In its preparation Dr. Murphy has 
digested a mountain of literature, most reference being of recent 
origin. 

This book undertakes to present completely the various 
aspects of cerebral vascular disease. It has 128 excellent figures 
which help in the understanding of the text. One must expect 
that to compile so much material into 408 pages would require 
that much of the material be presented in outline form and 
descriptive paragraphs be somewhat terse. This is acceptable in 
order to have in one volume such a complete consideration of 
the subject. Prose surrenders to practicality. 

Such subjects as embryology, anatomy, physiology of circula- 
tion, types of cerebral vascular disease are well written. Inflam- 
matory and collagen diseases, blood dyscrasias are also included. 
There are chapters on the management of patients, diagaostic 
techniques, and the final chapter is on treatment. 

If any criticism can be directed at this book it is that perhaps 
Dr. Murphy is too optimistic about the results of stellate ganglion 
blocks, and that not enough emphasis is put on rehabilitation. 
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This is a book which should be read by everyone comi:.y into 
contact with cerebral vascular disease. It would be of pariicular 
interest to the general practitioner under whose care a vast ma- 
jority of these patients is placed. It will aid him in differential 
diagnosis as well as give him a modus operandi for the care of 
the bed-confined patient, particularly if those patients remain 
at home. —Desmonp S. O’Douerty, \.p. 


Radiology for Medical Students. 2nd ed. By F. J. Hodges, M.D, 
I. Lampe, M.D., and J. F. Holt, M.D. Pp. 439. Price, $8.00, 
The Year Book Publishers, Inc., Chicago, 1954. 


IN THEIR PREFACE to this excellent little volume, the authors state 
that they have attempted to provide undergraduate medical 
students with an easily readable, plausible and convincing ex- 
position of the medical uses of x-rays and radium. In this they 
have succeeded admirably. Everything necessary to a clear, well- 
rounded understanding of the subject is included. 

The text is divided into two portions, one covering diagnostic 
roentgenology, the other, radiation therapy. Both are presented 
as highly individualistic parts of a single medical specialty. The 
diagnostic section provides all the didactic instruction in radiol- 
ogy really needed by the physician not specializing in this field. 
The material is presented logically, and all nonessentials have 
been deleted. 

Illustrations are reasonably plentiful and are reproduced to 
clarify basic principles rather than to provide encyclopedic in- 
formation. One could wish for a few more roentgenograms of the 
cardiovascular system, however, in view of recent advances in 
surgery of congenital and acquired heart disease. 

The 150 pages on therapeutic radiology deal fully with this 
phase of the specialty, the chapter on tissue effects of radiation 
being especially good. 

This book will appeal not only to medical students, but also 
to general practitioners, and young physicians in specialty 
training, including those embarking on careers in radiology. 

—BERNARD J. Crark, M.D. 


Cancer of the Thyroid. By John deJ. Pemberton, M.D. and B. 
Marden Black, M.D. Pp. 47. American Cancer Society, Inc., 
1954. 


CANCER OF THE THYROID is the ninth of the American Cancer 
Society Monographs. As with the other publications, the pur- 
pose is to promote early recognition and proper management of 
cancer. Drs. Pemberton and Black accomplish this aim with 
persuasiveness and clarity. With one exception, the colored il- 
lustrations are of gross and microscopic specimens and perhaps 
are not terribly helpful to the average reader. 

In the section dealing with classification, one is surprised at 
this statement regarding small papillary adenocarcinomas found 
in thyroid tissue removed for some other reason: “‘if recognized 
before . . . closure . . . lobectomy should probably be carried out. 
If discovered ... after thyroidectomy, re-exploration ... 18 
probably inadvisable.” 

Of special excellence are the sections on treatment and 
prognosis. 

These 47 pages are wonderfully informative, easy to read, and 
present a goodly array of statistical data in painless fashion. ; 

Every physician who sees patients should read it and file it 
for reference. —Robsert J. Giston, M.D. 


Intern’s Manual. By Arthur Bernstein, M.D. Pp. 292. Price, $3.00. 
The Yearbook Publishers, Inc., Chicago, 1954. 


Since 1945 the quality and utility of the house staff manual of the 
Cook County Hospital, first distributed in its present form in that 
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year, has become widely known. With this recognition has come 
anincreasing demand for reprints. To meet this demand Dr. Bern- 
stein and associates have collected the previously mimeographed 
material in the form of the handy (3”x7") Intern’s Manual. 
Intended as a “guide and a reference,” the manual outlines 
the clinical management of a number of medical and surgical 
conditions frequently encountered in a general hospital. Such 
problems as diabetic acidosis, burns and convulsions in children 
receive brief but complete coverage. The value of the section on 
fractures by Dr. Carlo Scuderi will be recognized by anyone who 
has worked in a busy emergency room. The prime advantage of 
this directory, however, is its size ; just right for the man in white. 
Since this manual has been written for the Cook County staff, 
there is some material that is of little or no value to others. In 
addition, its almost certain popularity with the intern, resident, 
student group would probably be enhanced by a section on nor- 
mal values, and a tougher cover. —FRancis J. CoTTONE, M.D. 


Stellate Ganglion Block. By Daniel C. Moore, M.D. Pp. 280. Price, 

$10.50. Charles C Thomas, Springfield, Ill., 1954. 

THE STELLATE GANGLION is that part of the sympathetic nervous 
system formed by the fusion of the inferior cervical ganglion and 
the first thoracic ganglion. It enervates the structures of the 
head, neck and thorax. 

Dr. Moore, who is the director of anesthesia at the Mason 
Clinic, Seattle, discusses in great detail the indications and uses 
of stellate block in more than 50 medical conditions associated 
with vasospasm, thrombosis, etc. He not only presents his own 
technique for performing the block but discusses the techniques 
of 33 other experts in this field of therapy. 

The subject is well covered. The technique, however, might 
prove difficult to master. The indications are not always clear 
and its efficacy in many disease states is controversial. The for- 
mat of the book is impeccable, the printing, illustrations, and 
readability are excellent. The scope should have little appeal to 
the general practitioner. —A. R. MarsIcano, M.D. 


Emotions and Bodily Changes. 4th ed. by Flanders Dunbar, 
M.D. Pp. 1,192. Price, $15.00. Columbia University Press, New 
York, 1954. 


Tuts is the fourth edition of this very fine volume, in which 
Dunbar covers the years 1910 to 1953 in a comprehensive sur- 
vey on the psychosomatic interrelationships of various bodily 
changes due to emotions and emotional conflicts. This edition 
brings up to date, and incorporates, abstracts and discussions 
of many important contributions to psychosomatic research and 
thinking. 

The author wisely delineates the various systems as related 

to the psyche and its changes, and in easy reading order dis- 
cusses acute and chronic illness, problem of measurement, nerv- 
ous system, endocrines, metabolism and heat regulation, car- 
diovascular system, respiratory system, gastrointestinal system, 
genitourinary system, etc. So much is said and written about 
psychosomatic medicine today that at times we physicians are 
inclined to feel that this is a system of medicine uncovered only 
in the 1950's. 
I feel that this volume is excellent for the general practitioner 
if only to enhance his knowledge by reading the extracts from 
the various bibliographies presented. It is excellent for refer- 
ence to aid in diagnosing those cases we see today with much 
disturbance of the psyche. This book should be a must for the 
present-day psychiatrist. There is much research that would 
not otherwise be discovered by all psychiatrists. I know I shall 
often refer to this volume. I. Pours FRoHMAN, M.D. 
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Principles of Occupational Therapy. 2nd ed. Edited by Helen S. 
Willard and Clare S. Spackman. Pp. 376. Price, $5.50. J. B. 
Lippincott Co., Philadelphia, 1954. 

THE HisToRY and growth of occupational therapy occupy the first 
chapter of this book and from here the authors branch into its re- 
lationship to general medicine, surgery, orthopedics, pediatrics 
and psychiatry. Thereafter are included educational aims, with 
curriculum for accredited schools, activities of value in the actual 
application of occupational therapy, and organization and ad- 
ministration of departments in institutions. 

There are chapters on use of occupational therapy in various 
phases of medicine, for example, with the mentally ill, among 
those with physical disabilities of various types, and in geriatrics. 
Much of the coverage is of interest primarily to those in medi- 
cine but it is also of educational value to anyone who has a gen- 
eral interest in the subject. 

Due to the fact that several authors contribute chapters on dif- 
ferent subtopics, the book is somewhat of a compendium; how- 
ever none of the authors is a physician and the subject is consid- 
ered primarily from the standpoint of the technician in the field. 
Illustrations are good, but could be increased in number in a 
work of this type. There are several pictures of therapy equip- 
ment in use. 

This is not a book which the average general physician would 
read from cover to cover, but a perusal of it will give him a better 
insight into this very useful field of therapy which is becoming of 
increased importance in shortening the convalescent period. 

—Epwin H., Fenton, M.D. 


A Manual of Otology, Rhinology and Laryngology. 4th ed. By 
Howard Charles Ballenger, M.D. and John J. Ballenger, M.D. 
Pp. 365. Price, $6.00. Lea & Febiger, Philadelphia, 1954. 


THIS MANUAL is a complete but concise reference to the major 
and common ENT problems. Simple anatomic, etiologic and 
pathologic discussions are presented for each disease condition 
and there are liberal illustrations to aid in the classification of 
the anatomy. 

This seems to be an excellent text for medical students and a 
good reference guide for general practitioners. An obvious effort 
has been made to cover the complete field of otolaryngology in 
as brief a manner as possible so that the beginning student or 
practitioner is not encumbered by esoteric discussions of interest 
only to the specialist. —Joun F. Mosuer, M.D. 


Fundamentals of Internal Medicine. 4th ed. By Wallace M. Yater, 
M.D. Pp. 1,276. Price, $13.50. Appleton-Century-Crofts, Inc. 
New York, 1954 

MorE READABLE PRINT and new bold type used frequently for 

headings makes this new edition easier to use as a quick source 

of information which, so the preface states, “‘covers the essentials 
of medical practice exclusive of surgery, obstetrics and the 
limited specialties.”” The major portion of the text is, of course, 

internal medicine. This subject is covered most excellently in a 

factual and concise manner with elimination of theoretical, con- 

troversial and inconsequential material. 

The 34-page section on ‘Mental Diseases” is especially good. 
This meaty chapter, particularly the section, “Common Errors 
in Psychotherapy,” is most excellent. After reading this, one 
feels the author of this section is not an “arm chair general” but 
a “combat veteran.” 

The 124 pages devoted to diseases of the skin, ear and eyes is 
too brief for practical use. Inclusion of some of this material 
under the various internal medical conditions in which they 
may occur would be of greater value to the general practitioner 
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and the student alike. Some other material on minor subjects, 
not strictly internal medicine could be eliminated and more 
space given to some of the rarer medical conditions which are 
only mentioned. 

The 16-page section on “The Physician Himself” has not 
been revised since the first edition, and though too brief, it is 
surprisingly up to date as it deals in generalities. This section 
is recommended to medical students if only to direct their think- 
ing along certain lines and cause them to look elsewhere for 
additional information. 

I will use this edition as a ready reference and review book. 
I intend to read the chapter on “Mental Diseases” many times. 

—Eart C. Van Horn, M.D. 


The Surgery ‘of Pulmonary Tuberculosis. By James H. Forsee, 

M.D. Pp. 208. Price, $6.50. Lea ¢ Febiger, Philadelphia, 1954. 
THERE HAS BEEN need for a book devoted exclusively to the sur- 
gery of tuberculosis based on the tremendous advances in 
therapy since the advent of good chemotherapeutic agents. The 
effectiveness of these drugs in bringing about the resolution of 
reversible disease elements and the localization of the irreversible 
pathologic changes has resulted in widespread use of resectional 
or extirpative surgery. These surgical measures have all but sup- 
planted the surgical therapies resulting in collapse of the lung. 

From his extensive experience at the Fitzsimons Army Hos- 
pital, Dr. Forsee presents in a well-organized and interesting 
manner the principles in the application of surgery in tubercu- 
losis. In this section consideration is given to the patient, the 
disease process, chemotherapeutic agents as well as the selection 
and timing of surgical procedures. Also included in this section 
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is an excellent discussion of the correlation of the paihologic 
findings in relation to surgical therapy. It is in this chaj.ter that 
the rationale of resectional surgery in relation to the ps‘hologic 
findings is emphasized. 

Part II is devoted to the complete details of operative tech. 
niques and procedures. 

In the final section the author relates his experiesice with 
surgical therapy in pulmonary tuberculosis. Details of anes. 
thesia, blood loss and blood replacement and pre- anc! postop. 
erative management are discussed. The practical aspects of 
physical therapy are also included. Collapse surgical procedures 
and extirpative surgery are each given their proper perspective 
based on current trends. 

This small volume is packed with information and should 
prove of tremendous value to all members of the tuberculosis 
therapy team. —Sor Katz, 


Psychological Variables in Human Cancer. Edited by Joseph A. 
Gengerelli and Frank J. Kirkner. Pp. 135. Price, $3.00. Uni- 
versity of California Press, Berkeley, Calif., 1954. 


Tuis is a symposium presented at the Veterans Administration 
Hospital in Long Beach, California, and it presents some in- 
teresting hypotheses but with rather indefinite proofs and with 
very general conclusions. 

It is a well-edited book but is too specialized in its content 
and too difficult in its terminology to be of general interest. The 
statistical methods employed are not very comprehensible to the 
average physician and are largely of interest to the psychologists, 
psychiatrists and others who have studied widely in this field. 

The symposium deals essentially with the effect of psycho- 
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logic factors in the development of a rapid or slow course of ma- 
lignant disease. The editor appears to have shown that intelli- 
gence has little to do with the outcome, but that the ability of 
the patient to cope with everyday stresses and problems is an 
extremely important factor. . 

From the point of view of a medical practitioner the greatest 
value of this symposium lies in the fact that it stimulates one to 
realize and to remember the importance of psychosomatic fac- 
tors in the everyday practice of medicine. 

—LowEtt S. Gorn, 


Clinical Aspects of the Autonomic Nervous System. By 1. A. 
Gillilan, M.D. Pp. 316. Price, $6.50. Little, Brown & Co., 
Boston, 1954. 

IN THE PRACTICE of medicine today, most of us are seeing a larger 
number of patients, mainly in the young and middle-aged groups, 
that are, or definitely border on, the mentally ill. Because of the 
stresses and strains of the past few years, and continuing world 
unrest, there are more patients presenting diagnostic problems 
in the area of psychosomatic medicine. 


In the words of the introduction to this text: “In the days of 


general practitioners and few specialists, the family doctor knew 
his patients thoroughly, both mentally and physically. For the 
most part he handled their mental and emotional upsets instinc- 
tively, on the basis of long experience and sound judgment.” 
Today, the practitioner has an advantage in that so much more 
is now known of the anatomy and physiology of the nervous 
system. 

Although this text perhaps does not present much that is new 
in regard to the autonomic nervous system, it does bring together 
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in a very capable manner the anatomy and physiology of the sys- 
tem with clinical applications. 

I believe that this text may be of value to the busy family doc- 
tor in that it is not done in too much detail but manages clearly 
to give a great amount of necessary information. 

N, Jay, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received from 
publishers. 


Donovanosis. By R. V. Rajam and P. N. Rangiah, M.D. Pp. 72. 
Price, $1.50. Columbia University Press, New York, 1954. 

Group Therapy for Mothers of Disturbed Children. By Helen E. 
Durkin, Ph.D. Pp. 125. Price, $3.50. Charles C Thomas, 
Springfield, Ill., 1954. 

Hugh Roy Cullen. By Ed Kilman and Theon Wright. Pp. 376. 
Price, $4.00. Prentice-Hall, Inc., New York, 1954. 

The Medical Clinics of North America. Philadelphia Number. 
Cardiovascular Diseases. Pp. 295. W. B. Saunders Co., Phila- 
delphia, 1954. 

Treponematoses, A World Problem. By 7. Guthe, M.D. and R. 
R. Willcox, M.D. Pp. 79. Price, $.50. Columbia University 
Press, New York, 1954. 

Expert Committee on Environmental Sanitation. 3rd. Report. World 
Health Organization Technical Report Series. Pp. 25. Price, .25. 
Columbia University Press, New York. 1954. 
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EFFECTIVE—In a study of 118 cases of pyelo- 
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Pyripium relieved or abolished dysuria in 
95% of the patients and greatly reduced or 
abolished uency in 85% of the cases. 
NONTOXIC—Pyripium produces rapid and 
entirely local analgesia of the urogenital 
mucosa. It may be administered in conjunc- 
tion with sulfonamides or antibiotics to relieve 
distressing urogenital symptoms in the inter- 
val before the antibacterials can act. 
PHYSIOLOGICAL—The soothing analgesic 
action of PyripiuM promotes relaxation of the 
sphincter mechanism of the bladder. This 
relaxation helps the patient to overcome uri- 
nary retention of spastic origin. 


PSYCHOLOGICAL— PyripIUuM imparts a char- 
acteristic orange-red color to the urine. This 
color-change gives patients added assurance 
of prompt action of the g. 

SUPPLIED: In 0.1 Gm. (1% gr.) tablets, vials 
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Dr. R. B. Robins Clarifies AMA Stand on Veterans’ Medical Care 


Former AAGP President Points Out VA Misconceptions to Fellow Legionnaires 
at American Legion Conference in Little Rock 


FortUNATELY there has been a refreshing change of 
climate from the rancorous controversy waged the past 
year and a half over the issue of veterans’ medical 
care between the American Medical Association and 
the American Legion, Dr. R. B. Robins of Camden, 
Ark., himself a member of the Legion and of the AMA, 
told the American Legion during its Mid-Winter Con- 
ference January 21-22 in Little Rock. 

Dr. Robins, a past president of the American 
Academy of General Practice, a past vice president of 
the AMA and at present a member of the AMA’s House 
of Delegates, gave considerable credit for the improved 
relations to the Legion’s new Commander, Mr. Seaborn 
P. Collins, who spoke at the AMA Clinical meeting 
recently in Miami. Commander Collins took the lead 
in presenting a reasonable unemotional presentation 
of the Legion’s position on this issue, Dr. Robins 
said. Mr. Collins’ speech called for both veterans and 
doctors to be citizens first, and that as a fellow citizen 
he, Dr. Robins, was now speaking to his fellow le- 
gionnaires. 

“If we are to have an intelligent, adult decision on 
this vital national issue, there can be no place for un- 
disciplined emotionalism, false patriotism, charges and 
countercharges, smear tactics or any other diver- 
sionary tactics which actually have nothing to do with 
the fundamental issue at hand,” the Camden physician 
urged. 

“In all honesty,” he continued, “we of the Legion 
would have to admit that some of our former national 
and state officers have been especially intemperate and 
inaccurate in their statements on the issue of Veterans’ 
medical care—statements which have served only to 
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malign the nation’s physicians and confuse the general 
public.” 

Referring to the Legion’s new attitude, Dr. Robins 
applauded Commander Collins for offering to appoint 
qualified American Legion representatives to serve on a 
liaison committee to work with the AMA toward a 
better mutual understanding of the problem. 


Dr. R. B. Robins of Camden, Arkansas appears as citizen first, 
physician and legionnaire second. 
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This movement of good faith was rewarded when the 
AMA immediately announced appointment of a three- 
man liaison committee which included the Associa- 
tion’s president-elect, a member of the Board of Trus- 
tees and the chairman of the AMA’s Committee on 
Federal Medical Services. Since then, Mr. Collins 
named the members of the Legion’s liaison committee 
and the two groups were scheduled to hold their first 
meeting in February, Dr. Robins added. No matter 
what the outcome of the session might be, Dr. Robins 
expressed the one hope that “the discussion would 
take place in an atmosphere of reason and mutual 
respect rather than one resembling the smoky haze of a 
barroom brawl.” 

In an attempt to clear up some misconceptions 
concerning the AMA’s policy on veterans’ care, Dr. 
Robins set out various charges that had been made 
against the AMA and clarified its stand on each matter. 

First he said, “It has been charged, for example, 
that the AMA is engaged in ‘a continued, unwarranted 
attack on veterans as a class’ or—in the words of one 
state resolution— ‘a vicious attack against the care of 
sick and disabled war veterans by the federal govern- 
ment’.”” 

Dr. Robins assured his fellow legionnaires that 
nothing could be further from the spirit or facts of the 
AMA policy. “That policy was formulated, after long 
years of study and discussion,” he said, ‘‘to clarify 
the question of who deserves free VA hospital and 
medical care, and to enable the VA to concentrate on 
the best possible care for those who really need it.” 

He also pointed out that the great majority of Ameri- 
can physicians are themselves veterans. With sympathy 
for the problems of fellow veterans and with a profes- 
sional obligation toward all sick people, members of the 
medical profession would hardly be capable of indulging 


cludes themselves. 

Dr. Robins further pointed out, ‘“The very men who 
are supplying the best medical care ever received by 
American veterans can hardly be called anti-veteran.” 

“Italso has been charged that money—financial gain 
—the desire to pocket more private fees—are the real 
motives behind the AMA policy on veterans’ medical 
care,” the former Academy president said. 

He answered this charge with: ‘We in the American 
Legion claim that practically all of the non-service-con- 
nected cases in VA hospitals involve men who are 
sick, broke and have no place to go.” If we are correct 
in that, it does not follow logically that such patients 
would enrich the pockets of physicians in private prac- 
tice. They still would have to be provided with free hos- 


pital and medical care, either from private or public 
sources.” 
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ina reckless attack against veterans—a class which in- - 


There is also the allegation that the AMA policy does 

not represent the rank-and-file opinion of American 
doctors, Dr. Robins continued. However, he pointed 
out that it was the doctors out in the grass roots, in 
many of the county medical societies, who made the 
original demands for the studies which led to adoption 
of the present AMA policy on veterans’ medical care. 
The policy was adopted after a great deal of free and 
open discussion by the AMA’s democratically organized 
House of Delegates and since its adoption has been re- 
affirmed three times with little or no dissent. 

After clearing the air on the major misconceptions 
that have arisen over the AMA policy, he set out what 
the AMA policy is and what it isn’t. 

The report adopted in 1953 covered medical care and 
hospitalization benefits for the following two categories : 

(a) Veterans with peacetime or wartime service whose 
disabilities or diseases are service-incurred or aggra- 
vated; and 

(b) Within the limits of existing facilities, medical 
care to veterans with wartime service suffering from 
tuberculosis or psychiatric or neurologic disorders of 
non-service-connected origin, who are unable to defray 
the expense of necessary hospitalization. 

The committee recommended that provision of medi- 
cal care and hospitalization in VA hospitals for the re- 
maining groups of veterans with the non-service-con- 
nected disabilities be discontinued and that the re- 
sponsibility for the care of such veterans revert to the 
individual and the community, where it rightfully be- 
longs. 

“There is absolutely no difference of opinion—no 
argument—between the AMA and the Legion over serv- 
ice-connected cases,” Dr. Robins emphasized. 

“There also is no difference of opinion—no argu- 
ment—over war veterans with non-service-connected 
tuberculosis or neuropsychiatric disorders,” he added. 

However, Dr. Robins said it was hoped that com- 
munity facilities would be developed to take such cases 
out of federal hands. 

The importance of the disagreement on medical and 
surgical conditions that are not service-connected is 
borne out by the VA’s own tabulation as of June, 1954, 
which noted that patients with non-service-connected 
disabilities accounted for 62.4 per cent of the daily pa- 
tient load and 84.3 per cent of all the discharges in VA 
hospitals in 1952. 

The AMA also objects to providing “‘free lifetime 
care for any and all veterans who ever wore a uniform,” 
and feels “the time has come for a change in the legisla- 
tive policy governing the VA program,” Dr. Robins 
stated. 

Naming other drawbacks to the present VA program, 
Dr. Robins said the huge, ever-growing cost of the pro- 
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gram is increasing the tax burden on all citizens, includ- 
ing veterans themselves. It is expanding government 
control over the nation’s medical care system and is 
providing a big entering wedge for a complete federal 
health program covering the entire population—the 
very thing that the Legion has so staunchly opposed. 
Finally, the program is siphoning off personnel, funds 
and facilities needed for health protection of all people. 


Dr. Robins urged both his brother legionnaires and 
his colleagues in the medical profession to try for maxi- 
mum understanding of both sides of the issue. 

“It would indeed be tragic,” he concluded, “‘if the 
American Legion and the American Medical Associa- 
tion—two of the nation’s most influential and patriotic 
organizations—should allow themselves to become 
pawns in the Communist game of divide and conquer.” 


Trends and Events in the Nation’s Capital 


Health Legislation Baffling 


ConcrEss is in the dark as to how to dispose of the 
mountain of health and medical legislation confronting 
its committees. Although it wants to do what is right 
for the country, notoriously few of its members profess 
to know what right is, as far as national health legis- 
lation is concerned. 

More than any of its predecessors in recent years, 
this new Congress is distrustful of those having some- 
thing to sell, whether it is the government’s executive 
branch with its reinsurance scheme or the outside lob- 
byists who are supporting or opposing pending bills 
because their enactment would help or hurt their vari- 
ous organizations. 

It is a peculiar situation because both the Democrats 
and the Republicans are eager to make a good “health 
record” this year and next, in preparation for the 1956 
elections. Yet lacking the technical skill to make their 
own appraisals of the legislative proposals which have 
been introduced, and suspicious of the outside advice 
which is generously offered, Congress members are in 
a quandary. 


Rash of Health Investigation Bills 


A rash of “commission investigation” bills in the last 
several weeks is symptomatic of the situation on Capi- 
tol Hill. Reluctant to stand by doing nothing but fear- 
ful of taking a direct shot at the health target that may 
ricochet, some Congress members are seizing upon the 
middle-ground expedient of asking for commission 
studies. To date, bills have been introduced which 
would collect the facts on mental illness, nursing and 
problems of the aging population. 

Earliest sponsors of these plans are Senator William 
Purtell of Connecticut; Representatives Frances Bolton 
of Ohio and Melvin Laird of Wisconsin, and Senator 
Irving Ives of New York. All are Republicans. 
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Both Parties Promote Research, Hospitals 


In the meantime, Congressional committees are in 
the midst of annual hearings on appropriations for 
operation of the federal government, which brings up 
an interesting point. It is this: The two areas in which 
our lawmakers are not holding back, in which each 
party will try to outperform the other, are medical 
research and expansion of hospitals. They are skittish 
about reinsurance, dubious of government subsidies to 
prepayment plans, suspicious of outright grants to 
bail medical schools out of the red—but completely 
sold on the wisdom of spending large sums to foster 
research and enlarge the nation’s hospital system. 


President Adheres to Trend 


President Eisenhower, himself cognizant of the trend, 
is proposing a budget which gives U.S. Public Health 
Service $328.6 million for the fiscal year beginning 
next June 30, which is $77 million more than this 
year’s. Fully two-thirds of the total is earmarked for 
research support and Hill-Burton hospital expansion, 
or $89 million and $125 million, respectively. 

These are near-record figures, yet it should occasion 
no surprise if Congress approves close to $100 million 
for National Institutes of Health (research) and at least 
$150 million for hospitals. This latter figure includes 
grants to states for construction of outpatient clinics, 
rehabilitation centers and nursing homes, as well as 
hospital beds. 

With reference to pending legislation in the health 
field which is of specialized application, rather than of 
the across-the-board variety, Congress undoubtedly 
will take affirmative action. In this category are exten- 
sion of the doctor-draft law, contributory health insur- 
ance for some two million federal employes, and es- 
tablishment of uniform medical care benefits for de- 
pendents of military personnel. 
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All three have controversial aspects and, to some 
degree, political ramifications. Nevertheless, probably 
all will receive sufficient bipartisan support, plus im- 
petus of White House backing, to reach enactment. 


War on Accidental Poisonings 


Disturbed by the rising death toll from accidental 
poisonings, particularly among children, Food and 
Drug Administration scheduled a special conference 
in Washington February 14 to discuss steps for pre- 
vention of mishaps involving aspirin and other salicy- 
late compounds. 

Invited to participate in the meeting were members 
of one of FDA’s advisory panels, composed of medical 
directors of 11 pharmaceutical companies, and experts 
from the American Pharmaceutical Association, Amer- 
ican Public Health Association, Metropolitan Life In- 
surance Company and several medical school faculties. 


Unity Step for Grassroots Medicine and Labor 


Community level relations between local medical so- 
cieties and labor unions sponsoring medical care plans 
are expected to improve as the result of a conference 
held in Washington on January 25. It was the Third 


Conference on Management and Union Sponsored 
Health Centers, sponsored by the Committee on Med- 
ical Care for Industrial Workers. Dr. W. A. Sawyer 
of Rochester, N.Y., is chairman of the committee, 
which is a joint enterprise of the AMA’s Councils on 
Medical Service and Industrial Health. 

Optimism of the representatives of organized medi- 
cine and organized labor who attended the conference 
was based on progress achieved toward adoption 
of a constitution-like list of 
guiding principles. This 
list, when finally agreed 
upon, will set forth 
‘ground rules” on the fol- 
lowing matters, among 
others: 

Establishment and ap- 
proval of fee schedules. 

Relations between local 
medical societies and mem- 
bers of the staffs of clinics 
sponsored by labor or la- 
bor-management groups. 

Keeping of medical rec- 
ords. 


Public relations affairs. 


W. A. Sawyer, M.D. 


Chairman of the Committee 
on Medical Care for Indus- 
trial Workers. 


Scientific Exhibits To Feature Childhood Disasters and Other Subjects 


Tue Screntiric Exuisir Section of the Seventh An- 
nual Assembly will be—as at previous meetings—an 
important, integral part of the program. Despite the 
limited amount of space available on the balcony of 
Shrine Exposition Hall, the Subcommittee on Scien- 
tific Exhibits, under the chairmanship of Dr. E. I. 
Baumgartner, has brought together over 50 visual edu- 
cation displays of unusual merit. 

The largest group of exhibits, 11 in number, are in 
the field of pediatrics and most of them integrate 
directly with the Tuesday afternoon program on 
“Childhood Disasters.” Of particular interest to Acad- 
emy members will be the exhibit on “Vomiting and 
Cyanosis in the Newborn,” by Dr. Keith Hammond, 
who in addition to being a member of the Indiana 
chapter and a several-time GP author, will moderate 
the Tuesday afternoon panel discussion. (The illustra- 
tions in the exhibit, incidentally, are from Dr. Ham- 
mond’s own drawing board.) 

Other noteworthy exhibits in this subject area in- 
clude Dr. Lewis Dill’s presentation on ‘Early Recog- 
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nition of Impaired Hearing in Children,” the diag- 
nosis of “Common Foot and Leg Deformities in Chil- 
dren” by Dr. Charles Hutter, Dr. Vernon Luck’s dis- 
play on “Wringer Injuries in Childhood,” and an un- 
usually striking group of illustrations of “Accidents 
and Poisonings in Children” sponsored by Dr. George 
Wheatley of Metropolitan Life Insurance Company. 

In the field of polio, Dr. George Boines—another 
GP author and Academy member—will present a 
practical exhibit on management, while the National 
Foundation for Infantile Paralysis will outline the eval- 
uation technique being used in the Salk vaccine pro- 
gram. It is hoped that the results of last year’s test 
campaign may be completed in time for announcement 
at the Los Angeles Assembly. 

Another subject area which will receive considerable 
exhibit interest is the field of cardiology, cardiac sur- 
gery and hematology. The exhibit titles include: ‘‘Por- 
tal Hypertension ;” ““Thrombo-obliterative Disease of 
the Aorta;” ‘‘Ganglionic Blockade in Hypertension ;” 
“Intracardiac Surgical Procedures;” “Simple Opera- 
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Im asthma... there’s an excellent chance 


your patient will prefer fast-acting, long-lasting 
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Typical of the trend toward “audience participation” in 
scientific exhibits: The “Breath Sounds” demonstration 
from HEW, Washington, scheduled for Los Angeles 
Assembly. 


tion for Chronic Coronary Disease ;” and “Coronary 
Vasodilator Drugs.” 

Special exhibits have also been developed to inte- 
grate with such other lecture program subject areas as 
Anesthesia, Allergy, Diabetes, Endocrinology and 
Psychiatry. Doctors attending the Assembly will be 
intrigued by two demonstration-exhibits developed by 
the Department of Health, Education and Welfare, in 
which tape recordings of heart sounds and breath 
sounds, respectively, are available for identification 
and study. These recordings include both normal and 
pathologic “sound effects.” 

The National Tuberculosis Association will again 
have a crew of experts on hand for chest x-ray demon- 
strations. After Academy members have heard the 
Monday afternoon panel on “Preserving the Doctor’s 
Life and Usefulness” (moderated, by the way, by Acad- 
emy Board Member Malcom Phelps) there will prob- 
ably be a land office rush for chest x-rays. You may 
recall that at Cleveland last year these demonstrations 
disclosed unsuspected pathology in approximately 10 
per cent of the doctors photographed. 

Some previous Assemblies have presented a larger 
number of scientific exhibits, but none, we are sure, 
has offered a collection that was more interesting or 
instructive. Itisa continuing purpose of the Committee 
on Scientific Assembly to make the Scientific Exhibit 
Section equally as valuable as the formal lecture pro- 
gram from the standpoint of practical postgraduate 
education. The Los Angeles Assembly will be no ex- 
ception. Every physician is urged to dedicate the recess 
periocis throughout the four days to study of the im- 
portant displays on the balcony of Exposition Hall. 
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MASON ALLEN UNIVERSAL 


HAND SPLINT 


— 
from polished aluminum, transparent to 
No. 542, one size only. 


BASEBALL FINGER SPLINT 


An oe som splint in the treatment of 
“baseball finger.” Splint is anchored to finger 
with tape holding finger in desired 
hyperextension position. Made of aluminum, 
transparent padded. No. 


to x-ray. No. 566P, 
566A, not padded. 


@ WRITE FOR 
COMPLETE CATALOG! 


LADIES’ RIB BELT 


Comparable to the DePuy “Sam Browne” 

belt, recommended by so many physicians 

for men. This Rib Belt is made especially for 

the ladies. Six inches wide with a cut away 

just under the breasts. Has elastic insert in back. 

Eliminates need for application of tape and the 

patient’s discomfort 
on removal. No. 
556, in even sizes 18 
to 52. 


{Deroy HEAD HALTER SET 


Designed for use in hospital, office, or home when 

cervical traction is needed. Set is convenient, easy 
to use. Comprised of one Head Halter, one Spreader Bar, 
ten feet of rope, one Screw Hook, one Double Pulley, 
one Single Pulley, and one Canvas Bag for weights, sand, 
etc. Praised by leading orthopedists. No. 483 (Head Hal- 
ter Sizes in small, medium and large). 


don’t gamble... with baby’s 


tA-4 


tender skin! 
make your point, doctor... prescribe... 


LOWILA cake 


~ cleanses tender skin gently 
— ... Without irritation 


Soapless but lathers copiously .. . 
contains no alkali or other irritating 
components of soap. Its lather is so 
mild . . . does not make baby's eyes 
smart, Preserves the protective “acid 


Supplied as convenient 4 oz. bars mantle” of the skin. 


Westwood Pharmaceuticals 


Division of Foster-Milburn Co. 


468 DEWITT ST. * BUFFALO 13, N. Y. 
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AAGP Invitational Scientific Congress 
To Highlight Hawaiian Post-Assembly Trip 


Tus YEAR’s post-Assembly trip, the first one back to 
Hawaii since the San Franeisco Assembly in 1951, will 
be highlighted by an Invitational Scientific Congress 
sponsored by the Hawaii Territorial chapter. An invi- 
tation to all Academy members to attend the congress 
in Honolulu has been issued by Dr. Robert D. Millard, 
president of the Hawaii chapter. Dr. John Felix is 
chairman of the scientific meeting. 

Arrangements have been made for members to fly 
to Honolulu but those who desire to do so may return 
to the mainland via ship. This arrangement is neces- 
sary because the Lurline’s outbound sailing is from 
San Francisco on the opening day of the Scientific 
Assembly in Los Angeles. 

Activities in Honolulu start off on Thursday, April 
7, with a luncheon, sponsored by Chas. Pfizer & Co., 
for the physicians and a luncheon-fashion show for 
the ladies. 

Other special entertainment during the post-Assem- 
bly meeting includes a cocktail banquet—an exotic 
oriental dinner at one of Honolulu’s most famous 
restaurants, and a golf tournament. Dr. H. Q. Pang is 
chairman of the banquet arrangement committee. 

The scientific congress will cover two days—April 
8 and 9. The first session will include talks by Dr. Lyle 
Phillips and Dr. Felix, both member-physicians on the 
Islands. Dr. Phillips will speak on “Obstetrics in 
Hawaii” and Dr. Felix’s topic will be ‘‘Afibrinoginemia 
—A Case Successfully Treated.” 

The featured speaker of the Saturday, April 9, 
breakfast session will be Dr. Ovid Meyer, professor of 
medicine at the University of Wisconsin. Dr. Meyer 
was the choice of the Hawaiian members for a guest 
speaker and Wyeth, Inc. is defraying his expenses to 
the Islands. 

Dr. Meyer, who will speak on two subjects, ““Treat- 
ment of Anemias” and ‘‘Nephritis,” will be introduced 
by President Millard. 

There is a $15 registration fee for physicians from 
the mainland only. Tickets for the banquet, breakfast, 
golf tourney, luncheon and fashion show will be sold. 
Banquet tickets will be $7.50 per person or $15 per 
couple, breakfast tickets will be $2.00 and the lunch- 
eon-fashion show admission ticket is $2.50. 


Luncheon-Fashion Show in Biltmore Bow! 
To Be a California Extravaganza 


AN rxrravaGanza, the luncheon-fashion show on 
Tuesday, March 29, as only California could produce 
will be one of the musts for all ladies attending the 
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Unexplained weakness, 
easy fatigability, pallor, 
palpitation, and dyspnea 
on exertion ordinarily are 
the tell-tale signs ofa 
chronic anemia in women 
during the third to fifth 
decades.' 


1. Rath, C. E.: M. Clin. North 
America 34: 1779, 1950. 


When you prescribe 
Armatinic Activated you 
give exceptionally effective 
potencies of all hem- 
atopoietic factors which 
combat both macrocytic 
and microcytic anemias. 


Each Armatinic Activated 
Capsulette contains: 
Ferrous Sulfate 
Exsiccated 
Vitamin Bi2 
Folic Acid 


Liver Fraction 2N.F. 
with Duodenum 
(contains Intrinsic 
Factor) 
Average adult dose: 3 capsulettes 
daily. Bottles of 100 and 1000. 
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Redisol. 


CRYSTALLINE VITAMIN 


Small doses of vitamin B:: produce the 100, 250 mcg.; Reptsox Elixir, 5 mcg. 
same response in pernicious anemia as. _— per 5 cc.; and RepisoL Injectable, 30, 
injections of potent liver extracts. 100 and 1,000 mcg. per cc. 
REpIsoL—pure vitamin B,.—also pro- 
duces similar results in many cases of 
nutritional macrocytic anemia, mega- 
loblastic anemia of infancy, tropical 
and non-tropical sprue. Philadelphia 1, Pa. 

_ Available as Repisot Tablets, 25, 50, DIVISION OF MERCK & CO., Inc. 


In middle aged and elderly patients, Chobile corrects chronic 
constipation physiologically. The cholic acid content emulsifies fats, 
helps maintain normal pH, intestinal flora and colonic water balance... 

all important factors in correction of chronic constipation. 


with proper dosage—Begin with 3 or 4 Chobile tabules with each 
meal until a soft, putty-like stool is obtained. Reduce dosage according 
to the consistency of the stool. In severe cases, begin with an 
enema before starting Chobile. 
Each Chobile tabule contains: 
*Cholic Acid (conjugeted ¢ as sodium glycocholate & 


sodium taurocholate) 


Ketocholanic Acids 
*assayed colorimetrically 


Bottles of 50, 100, 500 and 1000. 


wrile for generous samples 


IRWIN, NEISLER & COMPANY .- DECATUR, ILLINOIS + TORONTO 1, ONTARIO 
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Don Loper, the couturier 


This is a sneak preview of what’s coming at the fabulous luncheon- 
fashion show in the Biltmore Bowl. The ensemble, called ‘‘Spring 
Carnival,” is a travel coat of grey and white checked tweed, de- 
signed by Don Loper from his coat and suit collection. The coat 
buttons all the way down, has deep cape-like sleeves. Hat by Rex, Inc. 


Academy’s Seventh Annual Scientific Assembly this 
month in Los Angeles. 

Final plans are complete for the event with the 
Ladies’ Entertainment Committee, headed by Mrs. 
Merlin Newkirk of Downey, announcing that Don 
Loper, Inc. will do the fashion show at the luncheon in 
the Biltmore Bowl. 

Mr. Loper has a beautiful line of clothes ranging 
from daytime through evening, but he especially fea- 
tures suits. His costumes are available in better stores 
all over the nation. The Biltmore Bow] showing will 
include hats by “Rex” and furs by Mr. Loper’s own 
furrier. Nancy Randolph, who will commentate the 
show, carries on a lively description throughout the 
show which in itself is delightful entertainment. There 
will be a background of music by Sydney Zaid. 

Tickets for the luncheon-fashion show, priced at 
$4.50, will be on sale at the ladies’ registration desks. 

A full day of entertainment is slated for the women 
on Wednesday, reports Mrs. Newkirk. An informal 
kaffeeklatsch will be held from 10:30 a.m. to 12 noon 
at the Statler Hotel. Coffee and sweet rolls will be 
served and organ music will provide a delightful 
background for visiting and getting acquainted. A star 
attraction will be Jesse Crawford, the organist. Many 
of the women guests already have heard of Mr. Craw- 
ford and have his records. 

Following the kaffeeklatsch there will be an hour’s 
breather before the tour begins at 1 p.m. The tour, 
described in detail last month in GP, will cover a three- 
hour visit in Beverly Hills, Santa Monica, Hollywood 
and Los Angeles. The busses for the tour will pick up 
the ladies at the Statler and bring them back to that 
point. 
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For optimum results 


in teen-age 


dysmenorrhea 


Smith, Kline & French 
Laboratories, Philadelphia 


Each ‘Edrisal’ tablet contains ‘Benzedrine’ Sulfate 
(racemic amphetamine sulfate, S.K.F.), 2.5 mg.; 
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2% gt. (0.16 Gm.). Available on p iption only. 
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The day’s finale will be the President’s Reception 
from 9 P.M. to midnight in Pacific Ballroom of Hotel 
Statler. All members and their wives and guests are 
invited to attend this social highlight. 

No special activities are planned for the women 
on Monday, but all are reminded to attend the opening 
afternoon scientific session in Shrine Auditorium and 
hear the panel discussion on “Preserving the Doctor’s 
Life and Usefulness.” 


Cahal Presides at Medical Association 
Managers’ and Exhibitors’ Annual Meeting 


THE FOURTH annual conference of the National Medical 
Association Managers and Medical Exhibitors was held 
January 26 in New York City with GP’s publisher, Mr. 
Mac F. Cahal, chairman of the Advisory Council for 
Medical Exhibits, presiding. 

The agenda for the day-long meeting in the Waldorf- 
Astoria included a report by Chairman Cahal on the 
conference of officers last June in San Francisco and 
discussions by 18 persons in the medical exhibitors’ 
field. 

“Trends in Medical Exhibits” was the topic of the 
first part of the program. Messrs. Ed Loveland and C. H. 
Wantz discussed various phases of the quality of ex- 
hibits. They were followed by Mr. William G. McVay 
and Mr. Lauren Ashe whose topic was: “Are more med- 
ical societies attempting to organize technical exhibits ?” 

Admission policies were covered by Mr. Tom Gar- 
diner and Mr. Don Robertson. Mr. Robertson is sec- 
retary of the organization. The last topic under trends 
in medical exhibits—attracting audiences—was dis- 
cussed by Messrs. Ed Sandrok and Sam Montgomery. 

The second part of the program covered “‘Responsi- 
bilities of the Medical Association.” Aspects of the 
prospectus and the contract were discussed by Mr. Steve 
Herlitz and Mr. Paul Burton and the merits of solicita- 
tion, donations and preferential treatment were covered 
by Messrs. Robert Butts and Harold Cowell. The lat- 
ter included discussions on solicitation of funds to 
provide speakers and to subsidize meetings and cock- 
tail parties, threats to boycott by association or ex- 
hibitors, and entertainment to exhibitors. 

Services toexhibitors, covering such topicsas “Should 
exhibitors refuse meetings in hotels where facilities and 
services are inadequate ?”’ were handled by discussants, 
Mr. Don Richardson and Mr. W. M. Monday. 

Another category, “Responsibilities of Technical 
Exhibitors,” was discussed by Messrs. Bob Lyon, F. B. 
Heard. E. H. Christopherson, R. T. Osterlund, McVay 
and Robertson. 

The program closed with a business session with 
Messrs. Cahal and Montgomery in charge. 
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2 important reasons why more doctors are 
prescribing home ultraviolet treatments 


1. Ultraviolet, recognized ancillary treat- 
ment in physical rehabilitation, speeds 
convalescence. Particularly effective in 
increasing blood hemoglobin level, and im- 
proving utilization of calcium, iron, nitro- 
gen, and phosphorus in the blood. 


2. You ease your schedule, yet enable 
ape to maintain satisfactory schedule. 

ou retain treatments under your own con- 
trol and supervision. 


HANOVIA 


PRESCRIPTION MODEL 


ULTRAVIOLET QUARTZ LAMP 

delivers the most effective wave len hs 
in the stimulating portions of the ultra- 
violet spectrum. Prescribed by you, the 
Hanovia Prescription Model Ultraviolet 
Quartz Lamp may be purchased from local 
surgical supply dealers on convenient 
payment terms. 


Informative literature on request. 


‘HANOVIA 
Co. 


Chemical & Mfg. 
Dept. GP-3B 
Newark 5, N. J. 
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NEW! Antimicrobial therapy 
as applied in practice 


FLIPPIN & EISENBERG'S 


Antimicrobial Therapy 


IN MEDICAL PRACTICE 


IT’S READY! A ready-to-use summary of practical knowl- 
edge on ‘Antimicrobial Therapy . . a guide that reflects 
17 years’ active work by Drs. Harrison F. Flippin and 
George M. Eisenberg. They correlate the latest laboratory 
findings with clinical experience. 

Nowhere else in medical literature do you have this 
thorough and detailed coverage of this important new 
world of medical therapy. The authors give you com- 
plete discussion of each antimicrobial agent, its proper- 
ties, its applications, valuable clinical findings. Various 
diseases are individually discussed, giving many helpful 
do’s and don’ts on treatment. 

The scientific and trade names of antimicrobial agents 
are clearly stated. Valuable tables give quick answers to 
guide in comparison and selection. 


256 Pages * li Tables and Therapeutic Index * $5.00 


1914 Cherry Street 
Philadelphia 3, Pa. 
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osteoporosis causes bone to become fragile, 
less elastic, and more susceptible to fractures * 


“PREMARIN: with METHYLTESTOSTERONE 


Ideal preparation for combined estrogen-androgen therapy 


Ayerst Laboratories * New York, N.Y. © Montreal, Canada 4 


Prescribed by physicians throughout the world 


FELSOL provides safe and 
Have YOU ever effective relief in Asthma, Hay Fever 
used and related bronchial affections. 


FELSOL 


FELSOL also relieves pain Each oral powder contains: 
and fever in Arthritis, Headache, 
and other painful conditions. 


The fast action and long duration of FELSOL gives smooth and com- 
forting relief. After a single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, measurable amounts of 
the drug persisting 24 hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Try this unique and superior product by writing for free 
Professional Samples and Literature 


AMERICAN FELSOL CO. « P.O. Box 395 e« LORAIN, OHIO 


Available at all Drug Stores 
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Seal-Acceptance Program To Be Judged 
By AMA Board After Committee Findings 


Wueruer the present seal-acceptance program of the 
American Medical Association will be continued de- 
pends upon the decision reached by AMA’s board of 
trustees after hearing the findings of a special evaluating 
committee. 

Academy member, Dr. Dwight H. Murray, Napa, 
Calif., chairman of the board, announced recently that 
a special committee had been appointed by the board 
to re-evaluate the existing seal-acceptance programs of 
the AMA. He said “‘it is believed that a program can be 
devised which will make the services of the association 
even more valuable to the profession and the public 
than is now the case.” The committee made its report 
to the board in February. 

The seal-acceptance program functions through com- 
mittees and councils in the various divisions such as 
pharmacy and chemistry, and physical medicine and re- 
habilitation, whose duty it is to pass on new products in 
the various fields. New cosmetics, drugs and baby foods 
are among the products that are judged. Those found 
acceptable are pérmitted to use the AMA committee 
seal of acceptance. 

The special evaluating committee is composed of 
Drs. Thomas P. Murdock, Meriden, Conn., chairman; 
Gunnar Gundersen, La Crosse, Wis. ; Torald Sollman, 
Cleveland Heights, Ohio; Charles S. Davidson, Boston; 
Frank H. Krusen, Rochester, Minn.; Alphonse Mc- 
Mahon, St. Louis; Robert T. Stormont, Chicago; Harry 
Foerster, Milwaukee; and Mr. C. Joseph Stetler, Chi- 
cago, director of the AMA Law Department. 


Sir Alexander Fleming Says Penicillin 
Still Best in Fighting Many Diseases 


Tue rirst of the wonder drugs, penicillin, is still the 
most effective means of treating many infections, ac- 
cording to its discoverer, Sir Alexander Fleming of Lon- 
don, England. 

Sir Alexander, who made a trip to the United States 
last year to appear at the Academy’s Sixth Annual Sci- 
entific Assembly in Cleveland, says in the January issue 
of The Practitioner, medical magazine published in Lon- 
don, that general use of the drug has not led to the 
“development of a strain of bacteria resistant to the 
antibiotic.” 

“After years of extensive use,” Fleming writes, “we 
can say that there is not going to be a general develop- 
ment of resistant organisms which would render peni- 
cillin useless. It still stands out as the most effective 
drug in many infections.” 

He says, “It was known in the laboratory that bac- 
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FoR ALEVAIRE* TREATMENTS 
WHIRLWIND SUPPLIES OIL-FREE VAPOR 


Our “Whirlwind Oilless” is a powerful, 
rotary pump that supplies all the pres- 
sure and suction you'll ever need for 
office procedures. It uses no oil for lu- 
brication so you may be assured that the 


Alevaire detergent will not be contami- 
nated. 


Complete with gauges, regulators, liquid 
trap, muffler and filter. 


$11500 


*Alevaire is a registered trade-mark of Winthrop, 
Stearns Company. 


609 COLLEGE ST. 
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New Diagnostic 
Technique Achievement 


Reports in leadin medical publica- 
tions confirm filtered ultraviolet 
radiations as a valuable, effective, 
time-saving diagnostic aid. Conditions 
reported as visible by fluorescence 
include: tinea capitis, porphyria, tu- 
mors of central nervous system, epi- 
dermoid, carcinoma, etc. 

Early diagnosis with the Hanovia 

Flurolamp, the accepted, effective 
source of high intensity filtered ultra- 
violet radiations, helps your prompt 
treatment of a serious condition to 
be more successful. In your private 
office or diagnostic clinic, the Hanovia 
Flurolamp will prove its worth as an 
aid to early diagnosis, thus enhancing 
your professional skill. 
YOURS ON REQUEST: Authentic 
information about diagnosis by fil- 
tered ultraviolet radiations (Wood’s 
Light) and Hanovia Flurolamp. 


DEPT. GP-3C, Newark 5, New Jersey 


chemical & mfg. co 


Sir Alexander Fleming, retired director of Wright-Fleming Institute 
in London, still believes in the merit of his discovery, penicillin. 


teria could be made resistant to penicillin and it was 
thought that this would happen in the field. It was 
largely this fear which led to the introduction of the 
Penicillin Act, which decreed that penicillin (and other 
antibiotics) should be sold only on prescription.” 

According to Sir Alexander, over half the staphylo- 
cocci isolated in hospitals are penicillin resistant, but 
among the general populace outside of hospitals the 
proportion is much less. 

Sir Alexander also says that because patents were not 
sought for penicillin, anyone can manufacture it and 
that competition has resulted in a price so low that the 
manufacturer gets less for the penicillin than the cost 
of the package in which it is marketed. 

Reuters, British News Agency, reports that Sir Alex- 


A pleasant-tasting tablet...to be 
dissolved slowly in the mouth... not 
to be chewed or swallowed...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 


Promptly stops ulcer pain... holds 


ander, now 74 years of age, retired the first of the year, 
as director of the Wright-Fleming Institute of Microbi- 
ology at St. Mary’s Hospital, London, where he has 
worked most of his life. The Institute was the home of 
the first mold from which penicillin was to be made. 


lister Hill Favors Health Legislation 
That Preserves Individual Freedom 


Lisrer Hit of Alabama, new chairman of the Senate 
Labor and Public Welfare Committee, has expressed the 
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it in abeyance...and hastens ulcer 
healing. 
In tubes of 25 at all pharmacies. 
Physicians are invited to send for 
reprints and clinical test samples. 


*Stei nn, F., and Gold , E., J. Lab. 
& Clin. Med. 42:955 (1953). 


**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.' “ 
es Mg oxide, 2.0 gr.; Mg carbonate. 
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After 3O years of research. 
-a delicious new food for 
low-fat/high-protein diets! 


CARNATION INSTANT 
NONFAT DRY MILK 


The only true 
» CRYSTAL FORM 
—bursts into delicious 
nonfat milk instantly! 


Superior to all others in ease of preparation, 
fresh flavor for drinking, and keeping qualities 


USAGE PATTERN: 


Vi ‘ OLD STYLE 


USAGE PATTERN: 
_ NEW CARNATION 
INSTANT 


DRY MILK 


CARNATION 
INSTANT 


Dissolves Instantly 
in ice-Cold Water 
When “Instant” powder X, “In- 
stant” flake Y and Carnation In- 
stant are poured into ice-cold 
water, only the Carnation crys- 
tal form dissolves instantly, ready 

to drink immediately. 


Stays Fresh, Does Not 
Cake or Harden 
Exposed to air, brands X and Y 
caked and hardened. Only the 
exclusive Carnation Instant crys- 
tal form does not cake or harden, 
stays fresh in flavor and free-flow- 

ing from first to last. 


Proof of Superior 
Flavor for Drinking 
Research reports show more than 
half of the Carnation Instant 
purchased is consumed as a bev- 
erage compared to 27% beverage 
usage of old-style dry milks; real 

proof of fresh, delicious flavor. 


Your patient need not learn new cooking ways. She FREE BROCHURE AVAILABLE 
simply uses reconstituted Carnation Instant in any rec- 


ipe, exactly like bottled milk. 


Extra Dietary Advantage 


The physician may specify Carnation Instant at normal 


1 Los Angeles, California 
milk dilution (package directions) or extra strength in ; 
l 


Kindly forward your bro- 
chure: “Carnation Instant 
Nonfat Milk: Nutritional Ta- 


special diets when a higher proportion of milk solids to bles: Therapeutic Uses. 


water is desired. 


NAME 
Economical, Available Everywhere 
The low cost (as much as 7¢ less per reconstituted quart ADDRESS — 
than bottled nonfat milk) brings Carnation Instant 
within reach of all. This new Carnation-quality product CITY ZONE____STATE 
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belief that the nation’s health needs can be solved with- 
in the traditional framework of American medical and 
hospital practice. 

"In drafting legislation to meet these needs,” the 
new chairman maintains, “‘we can and we must preserve 
the independence and freedom of our hospitals and the 
freedom of the individual doctor for only insofar as 
American medicine remains free and uncontrolled and 
unregimented, shall we continue the marvelous 
progress which has been made in American medicine.” 

Shortly after Senator Hill took over his chairmanship 
he said he regards four divisions in the field of health 
as most pressing. He feels that there is need for action 
with respect to medical education and related fields. 
The second need is for more intensified and localized re- 
search into the causes and cures for such fatal and 
crippling diseases as cancer, heart disease, mental ill- 
ness and arthritis. 

Senator Hill classes the third basic health need as 
that which would make it possible for such groups of 
people as the aged, the unemployed and the indigents 
to participate in and receive the benefits of our present 
system of voluntary hospital and medical care insurance 
which has developed in the United States over the last 
decade. 

As Senator Hill sees it, the fourth need would neces- 
sitate legislation which will both make it possible for 
every area of the country to develop adequate local pub- 
lic health units and also to have a greatly increased 
number of public health doctors and related personnel. 

The Alabama senator said he. would soon introduce 
legislation designed to meet each of these four needs 


in the health field. 


Survey of Nursing Homes Paves Way 
For More Hospitals for Chronically Ill 


THERE ARE approximately 25,000 nursing homes with a 
total of 450,000 beds in the United States, according 
to the first nationwide survey of nursing homes just 
completed by the Public Health Service. 

Since the last Congress appropriated new funds as an 
extension of the Hill-Burton Hospital Construction 
Act, this survey will aid in laying the groundwork for 
the new program of hospital construction for chronical- 
ly ill patients, mostly the aged. 

The 83rd Congress appropriated $21,000,000 of 
$60,000,000 authorized to start building hospitals for 
the chronically ill. 

With the survey on nursing homes completed, the 
actual building now awaits a state-by-state survey of 
needs in four health categories : hospitals for chronically 


ill, diagnostic centers, rehabilitation centers; and 
nursing homes. 
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‘Untangle Daytime Nerves 


FOR INDIVIDUALIZED 
CONTROL OF 
TENSION PEAKS 


New 


Nidar is the new formulation spe- 
cifically designed to control the 
tensions of everyday life. Nidar 
offers sedation when needed 
without drowsiness. 


Each light green, scored NIDAR 
tablet contains: 


Secobarbital Sodium. .... % gr. 
Pentobarbital Sodium... . % gr. 
Butabarbital Sodium. .... gr. 
Phenobarbital............ Ye gr. 
Bottles of 100 and 1000. 


Usual tension-controlling dos- 
age: 1 tablet % hr. before period 
of morning or afternoon tension. 
(For hypnotic effect without bar- 
biturate hangover: 1 or 2 tablets 
Y% hr. before retiring.) 
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Milwaukee Members Again Featured 
On Medical TV Program Series 


Five Wisconsin chapter members are among the 18 doc- 
tors who are appearing on Milwaukee’s WTMJ-TV 
program sponsored this year by Beulah Donohue and 
the Medical Society of Milwaukee County. 

This is the fourth year for the station’s television pro- 
grams featuring family doctors and specialists. Last 
year’s series presented on the “Woman’s World” pro- 
gram won a national award from McCall’s magazine. 
“Bringing Up Baby” is the over-all title of this year’s 
series which will conclude May 30. 

Three of the chapter members, Dr. Stanley E. Zawod- 
ny, Dr. George J. Worm and Dr. Harry H. Prudowsky, 
have already appeared on this year’s programs. On 
May 2, Dr. Gerald F. Burgardt will present “‘Competi- 
tive Athletics: Pro and Con (Sports and Physical 
Development).” 

The final program will be presented by Dr. Maurice 
B. Byrnes whose topic will be ‘The End of Childhood 
(Doctors Look at the Changes).” 


Low Percentage of New Physicians Wants 
Small Community Practices in Wisconsin 


Onty A FouRTH of the physicians who applied to the 
Wisconsin State Medical Society last year for aid in 
locating a practice in general medicine in the state 
wanted to settle in a small community or towns with 
populations of 1,000 to 5,000, according to a report ina 
recent issue of The Wisconsin State Medical Journal. 

The report came from Dr. D. E. Dorchester, chair- 
man of the Society’s Council on Medical Services that 
directs the activities of the physician placement bureau 
in Madison. 

Total applications numbered about 200 with more 
than 100 desiring a general practice. 

The council says that at present 57 communities in 
Wisconsin have asked the bureau’s help in locating a 
doctor. Of these, almost all are under 1,000 in popu- 
lation. 


British Doctors Feel Tradition-Old Idea 
Of Professional Secrecy Needs Revision 


Many Britisu physicians feel that a doctor’s obligation 
to preserve the secrets of his patients should not 
conflict with his duty to disclose information to 
prevent harm or danger to others. 

A survey conducted by the Derby Medical Society in 
England among English and Welsh physicians showed 
that many doctors believe disclosure should be made 
in certain instances. 
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WHILE YOU WERE OUT 


Message. pr. Greene returned your call—said thanks 


for reminding him of Calmitol, and that it stopped 


Mr. B's itching overnight. Said he's been afraid to 


try anything that might aggravate or sensitize. 


Time 8:45 S.M. 


TELEPHONED | | PLEASE CALL | WILL CALL AGAIN 


CALMITOL \% oz. tubes 


and | Ib. jars 


the non-sensitizing antipruritic 


Leeming 155 East 44th Street, New York 17, N.Y. 


monilial vaginitis 
during pregnancy 

gentia.jel is specific — 93 %/ 
clinically effective 

gentia.jel is safe — safe for self- 
administration up to the day of 
delivery 

gentia.jel is esthetic — packaged in 

unique single-dose disposable 

applicators ... packages of 12 


vulvar itch 


the only 


you can prescribe 


Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 
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Dr. Ernest Clifton Dawson, president of the society, 
notes that in an English court a doctor has no privilege 
asa witness in the matter of professional secrecy. But he 
also cited that “for practical purposes a physician was 
under no obligation to divulge information voluntarily.” 

Following the survey findings, Dr. Dawson urged the 
British Medical Association to reconsider its policy on 
professional secrecy in the light of the modern social 
structure and opinion. 

The BMA maintains that “the state has no right to 
demand information except where notification is re- 
quired by statute.” 


Medical News in Small Doses 


Tuirty-six members of the Delaware chapter received 
staff appointments for 1955 at Wilmington General 
Hospital. The hospital’s new officers include Dr. Dana 
D. Burch, president; Dr. J. Jesse Selinkoff, secretary ; 
and Dr. Eugene J. Szatkowski, member of the medical 
board. ... Dr. Jerome W. Fons, Milwaukee, has been 
unanimously chosen president-elect of the Medical So- 
ciety of Milwaukee (Wisconsin) County. Dr. Fons 
served as president of the Wisconsin chapter in 1953, is 
currently chief of staff at St. Mary’s Hospital, vice 
speaker of the State Medical Society’s house of delegates 
and a board member of the Wisconsin chapter. . . . The 
January issue of Surgery, Gynecology es Obstetrics ob- 
served the magazine’s golden anniversary by appearing 
in a gold cover instead of its traditional blue. In it, 
Editor Loyal Davis presented a sparkling history of § G 
& O showing that through imagination, enthusiasm, 
cooperation and loyality, the book reached its 50th 
birthday. . .. Academy member John R. Rodger, Bell- 
aire, Mich., is author of the article, ‘“Tuberculosis 
Diagnosis and the Family Physician.”” which appeared 
in a recent issue of The Journal of the Michigan State 
Medical Society. . . . The central public address system 
in hospitals may soon become a memory. A wireless 
paging system based on “‘transistorized” radio receivers 
—something like hearing aids—with pocket-clipped 
personal loudspeakers has been developed and is al- 
ready in use in one hospital. . . . Dr. John W. Maxwell, 
a general practitioner, has been chosen chief of staff of 
St. Anthony’s Hospital in Milwaukee, the first Negro 
ever to be named to that post in a Wisconsin hospital. 
He is one of two Negroes on the staff of 40 physicians. 
... Another six-week refresher course for Illinois family 
doctors in the communities from Cicero to Downers 
Grove will begin early this month at Hinsdale Sanitor- 
tum & Hospital in Hinsdale. . .. New York City physi- 
clans warn “medical chaos” may result if the city’s new 
traffic code which drastically curtails parking privileges 
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VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 cc. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid company | Lederie) 


PEARL RIVER, NEW YORK 


Now! 
Get Germicidal Activity 
Greater Than Bichloride 
Yet Non-Toxic 


A useful Dermatologic Powder that contains: Benzal- 
konium Chloride, Hexachlorophene, Magnesium Car- 
bonate in a fine impalpable Powder Base. 


Sig—Simply dust onto affected areas. 


Indicated 
1. Ammoniacal Dermatitis—Eliminates Rash & Odor. 
2. Excoriation from Infectious Dermatitis & Diarrhea. 


Under Casts, Trusses, Prosthetic Ap- 
pliances, Athletic Supporters & Girdles. 


4. Heat rash, Bed sores, Athletic Supporter 
Itch. 


5. Certain types of weeping and itching 
ECZEMA. 


6. Miliaria. 
7. Intertrigo. 


Samples on request. 


MAROC POWDER 


MAROC COMPANY BOX 590 OAK PARK, ILL. 


155 


| 
| 
| 
«pe 
Another Lederle “First’’! 
MU M 
| i 
| 
| 
| = 
| 
| 
| 


“Premarin” relieves 
menopausal symptoms with 24 
virtually no side effects, and 8 


imparts a highly gratifying aa 
“sense of well-being.” ea 
“Premarin” ®—Conjugated Estrogens (equine) it 


**,..the conclusion is warranted that hypothyroidism 
...does reduce resistance to colds. In these patients, 
administration of desiccated thyroid is as essential to 
freedom from colds as correction of any of the other 
multiple influences that make people susceptible to 
colds.” 


thyrar. 


prepared exclusively from beef thyroid...providés 


Cheney, M. C.: GP 10: 32 (July) 1954. 


whole gland medication at its best. Superior uniformity 

assured by chemical assay and biological test. 
Standardized equivalent to Thyroid U.S.P. 

Tablets of 4, 1 and 2 grains. Bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, #LLINOIS 
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for doctors stays in effect. The president of the Medical nas 
Society of the County of New York, representing 7,000 Re ie 
physicians in Manhattan, called for an easing of the For 
rules. The new regulations limit physicians to one-hour Rr a ae 
parking at their offices and at the homes of patients and APP 

to three hours at hospitals. ... Doctors and health ETI TE 
workers in a ten-county area of Missouri and Kansas ie 2 


have received a handbook labeled, Medical Health and i | Ce | n d ; 
Related Facilities of Greater Kansas City which shows 


how doctoring and health services are linked around the . 
hub of Greater Kansas City. It lists more than 1,200 G ie OWTH 
M.D.’s, 40 hospitals, 20 clinics and 100 nursing and ae | 
convalescent homes that serve the area. Twenty blood ae ie 
banks, ten medical libraries and the University of Kan- 
sas School of Medicine are all listed. . .. AAGP mem- & 

ber, Dr. J. A. Mathis, was recently elected to the Orexin 
presidency of the Pinckneyville, Illinois Community 

Hospital staff. ... The ‘“‘gold headed cane” has been 

awarded another Academy member, Dr. Robert G. (STUART) 
Baker, by the Tarrant County (Texas) Medical Society. 
The cane, “symbol of a doctor held in the highest 
esteem by others of his profession,” is passed down 
each year to a physician who merits its honor. 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, such as 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 
complete information. 


A. 8S. Alee Company AND SUBSIDIARIES 
| 
1831 Olive St. St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO SEATTLE 


“Well, my dear, there goes my new office equipment 


and your new spring outfiti” MINNEAPOLIS KANSAS CITY DALLAS 


NEW ORLEANS ATLANTA WASHINGTON. D. Cc. 
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Seventh Annual Scientific Asse ably 
Schedule of Events 
Friday, March 25 Board of Directors ; 10:00 a.m. 
Saturday, March 26 Registration for delegates and officers at Statler Hotel 10:00 a.m. 
Joint Meeting, Board of Directors, Committee on _ 
4 Scientific Assembly, and Local Arrangements 
r Committee 12:00 . 
S Congress of Delegates convenes 2:00 p.m. 
S Congress of Delegates recesses 5:00 p.m. a 
Reference Committees 7:00 P.M. 
4 Sunday, March 27 Reference Committees 9:00 a.m. al 
t Registration for exhibitors and members at Shrine 
Auditorium 10:00 a.m. 
: Ladies’ Registration at Statler Hotel 1:30 P.M. 
4 Congress of Delegates convenes 2:00 p.m. 
a 
: Monday, March 28 Registration for members at Shrine Auditorium 8:30 a.M. J 
Congress of Delegates convenes 9:00 a.m. 
Ladies’ Registration at Statler Hotel and Shrine Auditorium 9:00 a.m. 
Scientific Assembly opens , 1:00 P.M. 
State Officers’ Conference 7:00 P.M. . 
Tuesday, March 29 Scientific Assembly 9:00 a.m. 
Ladies’ Luncheon 12:30 P.M. 
Delegates’ Dinner 7:00 P.M. 
Wednesday, March 30 Scientific Assembly 9:00 a.m. 
Ladies’ Kaffeeklatsch 10:00 a.m. 
Ladies’ Tour 1:00 p.m. 
Induction Ceremony 8:00 P.M. 
President’s Reception and Dance 9:00 P.M. to 
| 12:00 M. 
Thursday, March 31 Scientific Assembly 9:00 a.m. 4 
Scientific Assembly closes 12:00 M. 
Board of Directors 1:00 P.M. 
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Formal Lecture Program—Seventh Annual Assembly 


MONDAY TUESDAY WEDNESDAY THURSDAY 
HOUR MARCH 28 MARCH 29 MARCH 30 MARCH 31 
Surgery in Diabetes Medical and Surgical Handling the 
Alton Ochsner, M.D, Aspects of Periphera! Athletic Injury 
REGISTRATION Diabetes — 
A.M. (PANEL) (PANEL) 
9:00 BEGINS 9:00 J. M. Harkness, M.D. 
f DeWitt Burnham, M.D. Hugh H. Hussey, M.D. Moderator 
9:30 Moderator Moderator 
Alton Ochsner, M.D. Mr. Eddie Wojecki 
Surgery Charles Hufnagel, M.D. 
Geo. B d Robson, M.D. Idorf 
OPENING OF 
SCIENTIFIC AND 
RECESS FOR EXHIBITS 
TECHNICAL 
aremaatans Using the Laboratory Anesthetic 
11:00 9:00 in Liver Disease a Emergencies 
11:30 
Wm. A. Sodeman, M.D. Randall Sprague, M.D. M. Digby Leigh, M.D. 
Moderator 
11:30 The Negative Gilbert S. Gordan, M.D. Medical Aspects of 
Roentgenogra' Crime Detection 
12:00 on Ernest P. McCullagh, M.D. 
OPENING OF PROGRAM Lowell Goin, M.D. Charles Larson, M.D. 
WELCOMING SPEECHES 
yn 1:00 NOON RECESS ASSEMBLY 
CLOSES 
Emergencies in the 
P.M. Preservi New Born y 
1:30 (PANEL) 
2-00 Doctor's Life and Edith Potter, M.D. 
i Usefulness William Parson, M.D. 
(PANEL) The Suddenly Il! Child Moderator 
ieteom Shaina, M.D. E. Keith Hammond, M.D. Cyril B. Courville, M.D. 
2:00 Leroy Sloan, M.D. Accidents and Poisoning J. M. Nielsen, M.D. 
2:30 Mr. W. E. Syers in Children 
Julian Price, M.D. 
Childhood Disasters 
Breaking the (PANEL) 
2:30 Bad News Dr. Hammond, 
3:00 Moderator 
Leo x Bartemeier, M.D. Dr. Potter, Dr. Price, 
Dr. Swenson, Dr. Young 
3:00 
4:00 RECESS FOR EXHIBITS 
Emotional Factors Surgery on Infants Treatment of the 
= in Allergy and Children Ambulatory Fracture Case 
; Edward Weiss, M.D. Orvar Swenson, M.D. Harold E. Crowe, M.D. 
‘ Newer Concepts of Emotional Tragedies in 
Allergy Therapy Infancy and Childhood © 
George Piness, M.D. John G. Young, M.D, MD. 
EVENING STATE OFFICERS CONGRESS OF PRESIDENT'S 
DINNER DELEGATES DINNER RECEPTION 
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Make Your Hotel Reservation Now 
for the Seventh Annual Scientific Assembly 
of the American Academy of General Practice 


DespirE a larger advance registration than was Remember 
expected, there is still a reasonable number of good " , 
hotel rooms available for the Assembly—thanks to 


additional commitments from several of the larger 
hotels. By March 15, however, it will be advisable to Sty 7 


: AAGP Housing Bureau, Los Angeles. 
telegraph any request for reservations to the AAGP at the Wain 
Housing Bureau, 1151 South Broadway, Los An- y 


Statler, in addition to those set aside for dele- 

geles 15, asking that the assigned hotel wire you a 

confirmation. Remember, no advance deposit check ortes and epechers. 

‘ . i am * State officers and delegates must make their 

is necessary. 

own reservations. 

* Be sure to list definite arrival and departure 
time; names of all occupants of room. 

* Academy Headquarters will be at Shrine 
Auditorium. 

* All registration (except delegates) at Shrine 
Auditorium 10:00 A.M to 5:00 P.M., Sunday, 
March 27, and beginning at 9:00 A.M. on Mon- 
day. Scientific sessions end at noon, March 31. 
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Map of 
Downtown Los Angeles 


1. Alexandria Hotel 
2. Ambassador Hote! 
3. Biltmore Hotel 
4. Chapman Park Hotel 
5. Commodore Hotel 
6. Mayfair Hotel 
7. Mayflower Hotel 
8. New Clark Hotel 
9. San Carlos Hotel 
10. Savoy Hote! 

11. Statler Hotel 
12. Town House Hotel 


USE THIS CONVENIENT HOTEL RESERVATION FORM all 


How 
For 
vatio 
can 
rates 
order of th 
thirc 
of s 
: muc 
tion: 
roon 
All 
mus 
as \ 
hou 
of 
incl 
Na 
= Co 
a 
Cit 


“SEVENTH ANNUAL SCIENTIFIC ASSEMBLY 
AMERICAN ACADEMY OF GENERAL PRACTICE 
ANGELES, CALIFORNIA 


Application for MARCH 28-31, 1955 


Housing Accommodations 


For YOUR CONVENIENCE in making hotel reser- HOTEL ROOM RATES* 
vations for the coming meeting of the Ameri- $4002.00 $6:00-9.00 
can Academy of General Practice on March 210 West Sth St. 


28-31, 1955, in Los Angeles, hotels and their otto Wide tied. 12.00-26.00 


rates are at the right. Use the format the bottom BILTMORE 


of this page, indicating your first, second and 515 So. Olive St. 


third choice. Because of the limited number be. 


of single rooms available, you will stand a COMMODORE 
much better chance of securing accommoda- 1203 West 7th St. 
tions of your choice if your request calls for mies Wert Tth St. 
rooms to be occupied by two or more persons. MAYFLOWER 


All reservations must be cleared through the 535 So. Grand Ave. 
i NEW CLARK 
housing bureau. All requests for reservations 426 So. Hill St. 


must give definite date and hour of arrival SAN CARLOS 


as well as definite date and approximate wwe 
hour of departure; also names and addresses 601 West 6th St. 
of all occupants of hotel rooms MUST be 6.50-12.00  9.00-14.00 —10.00-15.50 19.00 up 


TOWN HOUSE 9.00-16.00  14.00-19.00  14.00-19.00  22.09-26.00 
639 Commonwealth up 
a rates are existing rates but are, of course, subject te any change which may be madein 


IT 1S ADVISABLE TO WIRE FOR RESER- 
VATIONS AFTER MARCH 15, 1955. 


AAGP Housing Bureau 

1151 South Broadway 

los Angeles 15, California 

Please reserve the following accommodations for the Seventh Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 
LOS ANGELES on MARCH 28-31, 1955: 


Single Room : Double Bedded Room 


2 Room Suite 3 Room Suite 


First Choice Hotel Second Choice Hotel 


ARRIVING AT HOTEL (date) Hour:. Hotel reservations will be held until 6:00 P.M. un- 
leaving (date) Hour: less otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 


5.50-11.50  8.50-14.00 9.00-14.50 —_17.00-33.00 
3.50 up 5.00 up 6.00 up 10.00 up | 
5.00 up 7.50 up 8.00 up _—-18.50-20.00 
5.50-9.00  5.50-9.00  5.50-9.00 16.50 
450-650 6.00800 7,008.00 12.00-18.00 
3.50-5.00 3.50-5.00 —8.00-10.00 
ca 
| 
individual Requesting Reservations—Please print or type) | | 


Merck & Company, Inc. 

The William S. Merrell Compa: 
Milex Products 

Miller Surgical Company 

National Dairy Council 

The National Drug Company 
National Live Stock & Meat Board 
Nepera Chemical Company, Inc. 
Ortho Pharmaceutical Corporation 


1955 Technical Exhibitors 


Advances in medical therapy are paralleled by advances in the “‘tools” available to the pro- 
fession. Each year brings new developments in pharmaceuticals, surgical instruments, diag- 
nostic apparatus, textbooks, office equipment, and dietetic products. Consequently, investigation 
of the technical exhibits should be as much a part of one’s educational activities at an Assembly 
as attendance at the lectures or study of the scientific displays. These exhibitors have been 
selected carefully and you will find their representatives alert, courteous, and eager to be of 
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service to you. 


Abbott Laboratories 

Alcon Laboratories, Inc. 

The Alkalol Company 

A. S. Aloe Company 

American Ferment Company, Inc. 
The American Tobacco Company 
Ames Company, Inc. 

The Armour Laboratories 
Arnar-Stone Laboratories, Inc. 

B. F. Ascher & Co., Inc. 
Association of American University Presses 
Audio-Digest Foundation 

Ayerst Laboratories 

Baby Development Clinic 

The Baker Laboratories, Inc. 
Barnes-Hind Laboratories, Inc. 
Bauer & Black 

Don Baxter, Inc. 

Becton, Dickinson and Company 
Beech-Nut Packing Company 
Bilhuber-Knoll Corp. 

The Birtcher Corporation 
Borcherdt Malt Extract Company 
The Borden Company 

Boyle & Company 

Bristol Laboratories, Inc. 
Bristol-Myers Products Division 
Broemmel Pharmaceuticals 

The Burdick Corporation 
Burroughs Wellcome & Co. (USA) Inc. 
Burton Manufacturing Company 
Burton, Parsons & Company 
Cameron Surgical Specialty Company 
S. H. Camp & Company 
Carnation Company 

The Central Pharmacal Company 


The Chicago Dietetic Supply House, Inc. 


Chicago Pharmacal Company 
Church & Dwight Co., Inc. 

Ciba Pharmaceutical Products, Inc. 
Clark and Clark 

The Coca-Cola Company 

The Columbus Pharmacal Company 
Coreco Research Corporation 
Davies, Rose & Company, Limited 
F. A. Davis Company 

Davol Rubber Company 

De Puy Manufacturing Co., Inc. 
Desitin Chemical Company 
Devereux Schools 

The DeVilbiss Company 

The Dietene Company 

Doho Chemical Corporation 
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Duke Laboratories, Inc. 

E. I. du Pont de Nemours & Co., Inc. 

Eaton Laboratories 

Eisele and Company 

Electro-Physical Laboratories, Inc. 

Electro Therapeutic Instrument 
Company 

Encyclopaedia Britannica, Inc. 

Endo Products, Inc. 

Ethicon, Inc. 

Evaporated Milk Association 

Fine Chemicals 

H. G. Fischer & Company 

C. B. Fleet Company, Inc. 

Fuller Pharmaceutical Company 

Geigy Pharmaceuticals 

General Electric Company 

General Foods Corporation 

Gerber Products Company 

Otis E. Glidden & Company, Inc. 


Hanovia Chemical & Manufacturing Co. 


The Harrower Laboratory, Inc. 
Health Insurance Council 

H. J. Heinz Company 

Victor M. Hermelin and Company 
Hoffman-La Roche, Inc. 
Holland-Rantos Company, Inc. 
Hollister-Stier Laboratories 
Horlicks Corporation 
Ives-Cameron Company 

Irwin, Neisler and Company 
Jackson-Mitchell Pharmaceuticals, Inc. 
Johnson & Johnson 

Jones Metabolism Equipment Co., Inc. 
Kellogg Company 

Charles B. Knox Gelatine Co., Inc. 
Lea & Febiger 

Lederle Laboratories 

The Liebel-Flarsheim Company 
Eli Lilly and Company 

J. B. Lippincott Company 

Lloyd Brothers, Inc. 

P. Lorillard Company 

M & R Laboratories 

Marion Laboratories, Inc. 


Massachusetts Indemnity Insurance Co. 


The S. E. Massengill Company 
F. Mattern Mfg. Co. 

McNeil Laboratories, Inc. 
Mead Johnson & Company 
Medco Products Company 
Medical Aids, Inc. 

The Mennen Company 


Parke, Davis & Company 

The Pelton & Crane Company 

Pepsi-Cola Company 

Pet Milk Company 

Chas. Pfizer & Co., Inc. 

Pitman-Moore Company 

W. F. Prior Company, Inc. 

Procter & Gamble Company 

Profexray, Incorporated 

The Purdue Federick Company 

Ralston Purina Company 

Raytheon Manufacturing Company 

R. J. Reynolds Tobacco Company 

Riker Laboratories, Inc. 

Ritter Company, Inc. 

A. H. Robins Company, Inc. 

J. B. Roerig & Company 

Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

Schenley Laboratories, Inc. 

Schering Corporation 

Schieffelin and Company 

Julius Schmid, Inc. 

The Scholl Manufacturing Co., Inc. 

Sealy Mattress Company 

G. D. Searle & Co. 

Sharp & Dohme 

Carroll Dunham Smith Pharmacal 
Company 

Smith-Dorsey 

Smith, Kline & French Laboratories 

E. R. Squibb & Sons 

R. J. Strasenburgh Company 

The Stuart Company 

Swift & Company 

Testagar & Co., Inc. 

S. J. Tutag & Company 

U. S. Vitamin Corporation 

Universal Products Corporation 

The Upjohn Company 

VanPelt and Brown, Inc. 

Varick Pharmacal Company, Inc. 

Maltbie Laboratories Division, 
Wallace & Tiernan Inc. 

Henry K. Wampole & Co., Inc. 

Warner-Chilcott Laboratories 

The Warren-Teed Products Company 

Westwood Pharmaceuticals 

White Laboratories, Inc. 

Wilmot Castle Company 

Winthrop-Stearns, Inc. 

Woodward Medical Personnel Bureau 

Wyeth Laboratories, Inc. 

F, E. Young & Company 
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News from the State Chapters 


A rEcoRD 420 physicians attended the recent sixth an- 
nual scientific meeting of the Wisconsin chapter in 
Milwaukee. This figure is 33 more than the previous 
high attendance of 385, set in 1953. 

A special meeting of the congress of delegates, called 
to adopt a new constitution and by-laws, drawn up for 
the chapter by a committee headed by Dr. Joseph S. 
Devitt of Milwaukee, initiated the session. The consti- 
tution was adopted with minor changes, subject to 
approval of the American Academy of General Practice. 

At the meeting of the board of directors, all but 22 of 
nearly 200 members enrolled in 1950 were re-elected 
to additional three-year terms in the chapter. The 22 
were the only members who had not yet submitted re- 
ports stating that they had completed the necessary 150 
hours of postgraduate study during the preceding three 
years. The board noted that many of the 180 doctors re- 
elected had completed as many as twice the required 
study hours. 

The congress of delegates elected Dr. Raymond R. 
Richards of Eau Claire president-elect, to succeed Dr. 
C. F. McDonald of Milwaukee, who took office as presi- 
dent this year. Dr. Robert Purtell of Milwaukee was re- 
elected as secretary-treasurer. 

New members of the board of directors are Drs. J. 
Leahy, Park Falls; A. H. Stahmer, Wausau; Joseph S. 
Devitt, Milwaukee; M. O. Boudry, Waupaca; Samuel 
Sorkin, Evansville; M. V. Overman, Neillsville; David 
Goldstein, Kenosha; T. J. Nereim, Madison; and 
Jerome W. Fons, Milwaukee. Dr. Edward Hougen, 
Sheboygan, was elected speaker of the congress, and 
Dr. Leonard Rauen, Kenosha, vice speaker. Delegates 
to the national Assembly are Dr. C. G. Reznichek of 
Madison and Dr. Devitt and the alternates are Drs. R. S. 
Pelton of Markesan and A. J. Sanfelippo of Milwaukee. 

The congress also heard reports from its officers and 
committees. Among resolutions passed was one urging 
all Academy members to take active parts in their 
county medical societies, and one in opposition to the 
recent redefinition of formal credit hours by the AAGP 
which, in effect, would limit formal credit to courses 
sponsored by medical schools or the Academy, or to 
articles published in scientific journals. 

The scientific sessions included practical talks on 
such subjects as intramuscular trypsin, maternal mor- 
tality, prematurity and postmaturity, and carcinoma 
which tied in with ten outstanding scientific exhibits 
(see cut). 

Members’ wives held a luncheon meeting at the Mil- 
waukee Athletic Club—the featured speaker was Mr. 
George Watt of a Milwaukee glassware and chinaware 
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store, who spoke on “A Philosophy of Living for Your 
Home.” 

At a social gathering at the Blatz Auditorium, 325 
members and their wives heard Countess Maria Pulas- 
ki tell of her war experiences. 

More than 250 members and wives attended the an- 
nual banquet at the Wisconsin Club, at which Dr. Ed- 
gar End of Wauwatosa was toastmaster. After brief 
talks by outgoing President Reznichek and incoming 
President McDonald, AAGP President, Dr. William 
B. Hildebrand of Menasha, spoke on the aims of the 
Academy and urged stricter requirements for member- 
ship. He said that “proper distribution of doctors, 
enough doctors, medical care at a price the public can 
afford to pay and a return to mutual understanding be- 
tween patients and doctors, are essential items to the 
continuance of the high quality-voluntary medical sys- 
tem in the United States.” 

Another speaker was Mr. Robert F. Hurleigh, Direc- 
tor of Operations for the Washington office of Mutual 
Broadcasting System. 

Waukesha and Jefferson counties (Wisconsin) re- 
cently petitioned the state chapter to grant them a 
charter for a combined county chapter, at a meeting 
held in Oconomowac. It will be the tenth local chapter 
of that state. 
> Cancer and the remarkable progress in the research 
of it this past year was the high point of the combined 
scientific session and annual meeting of the idaho 
chapter held recently in Boise. Jointly, the Idaho Di- 
vision of American Cancer Society and the Idaho chap- 
ter sponsored a three-day postgraduate symposium on 
cancer and on cardiology. 


Wisconsin Chapter President Has Exhibit. One of the ten hey 
scientific exhibits of Wisconsin chapter’s recent annual meeting 
is the one above showing preparation and use of placental blood 
serum. It was presented by the chapter’s new president, Dr. C. F. 
McDonald, and Dr. L. J. Van Hecke, both of Milwaukee. The 
serum was first explained in an article by the two men published 
in GP, November, 1952. 
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Meth-Dia-Mer Sulfona 


SULFADIAZINE SULFAMETHAZINE SULFAMERAZI 


unexcelled among sulfa drugs 


for highest potency « wide spectrum 
highest blood & tissue levels* e safety 


minimal side effects « economy 


3 
4 
3 
4 
A 
» 
: 


*Gram for gram, the Triple Sulfas produce and 
maintain higher blood and tissue levels with great 
safety than any single sulfa. They are equally 
distinguished for their broad effectiveness 

and welcome economy. 


These properties help explain why Triple Sulfas a1 


far the most widely used of all sulfas throughout 
the world, and why their use is increasing daily. 


Triple Sulfas, alone or in combination with certail 
other agents, are available from leading pharmace! 
manufacturers under their own brand names. 
This message is presented in their behalf. 


Bema Ask any medical representative about the Triple Sulfa products his company ¢ 


AMERICAN Ganamid COMPANY, FINE CHEMICALS DIVISION, 30 ROCKEFELLER PLAZA, NEW YORK 2 
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Dr. David A. Wood, San Francisco, director of the 
Cancer Research Institute, who was one of the guest 
speakers, reported that the most influencing leads 
toward early detection and diagnosis of cancer have 
been progress in the fields of surgery and radiation 
therapy and advances in biochemistry. He went on to 
say that “for some time, it has been known that the in- 
cidence of breast cancer varies with geography and has 
a peculiar inverse ratio to the incidence of uterine 
cancer.” 

Other papers on cancer were presented by Dr. L. 
Stanley Sell, Idaho Falls; Dr. Melvin M. Graves, Poca- 
tello; and Drs. Paul Sharick, C. R. Blackburn, Robert 
§. Smith and Robert A. Kuhn, all of Boise. 

Other opening-day program speakers were Dr. Fred 
Kolouch, Twin Falls; Dr. F. B. Jeppesen, Boise; and 
Dr. Maurice K. Henninger, Idaho Falls. 

“Essential Hypertension” was the subject of the 
final morning session, prepared by Dr. Francis Cham- 
berlain, San Francisco. He said that “until 10 years ago 
there was nothing to offer the people suffering from 
high blood pressure except the rules of sensible living 
and attempts to patch up the heart after it ‘got into 
trouble’ from the high blood pressure.” 

“While present drugs have much to be desired,” 
Dr. Chamberlain concluded, ‘‘we will see a great deal 
of improvement in the types of drugs being offered dur- 
ing the next few years because of research work being 
done by the American Heart association.” 

Speakers for the scientific session on cardiology (see 
cut) were Dr. Homer P. Rush and Dr. Marvin Schuartz, 
both of Portland, Oregon, and Dr. Robert A. Bruce, 
Seattle, Washington, with Dr. Franklin C. David, pres- 
ident of the Idaho chapter, presiding. ‘Prophylaxis 
Program for Rheumatic Fever” was the topic of Dr. 
Robert A. Tidwell, Seattle, Washington, which pre- 
ceded a panel discussion, ‘Rheumatic Fever and Heart 
Diseases,” moderated by Dr. J. Ed. Clifford, Boise. 
Panel members were Drs. Rush, Chamberlain, 
Schuartz, Bruce and Tidwell. 

Officers were elected at the annual meeting of the 
chapter. Dr. Edward Dunn. Moscow, succeeds Dr. F. 
C. David as president of the chapter (see cut). Presi- 
dent-elect for the coming year is Dr. Murland Rigby, 
Rexburg; Dr. Corney Klaaren, Moscow, was named 
the new secretary-treasurer. 

Directors elected to hold one-year terms were Dr. 
C. C. Wendle, Sandpoint, Dr. Ivan Anderson, Filer, 
Dr. L. F. Lesser, Boise, Dr. Walter Hoge, Blackfoot, 
and Dr. Blair Ellsworth, Idaho Falls. 

Dr. Corney Klaaren and Dr. Carl Lusty, Meridian, 
were elected delegates, and Dr. Joseph Wilson, Mos- 
cow, and Dr. Murland Rigby were elected alternates 
to the AAGP Assembly. 
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Congratulatory Handshake. An official welcoming handshake is 
given the Idaho chapter’s new president, Dr. Edward Dunn (second 
from right) by Outgoing President, Dr. F. C. David. Observing 
the felicitations are Dr. Orvid R. Cutler (far left) program chair- 
man for the Boise meeting, and Dr. John T. Brunn (far right), 
secretary-treasurer. 


i, 


Quartet of Speakers in Idaho. These are four of the guest speakers 
who participated in the Idaho chapter’s recent three-day meeting 
in Boise. Dr. J. E. Clifford, Boise (standing) was moderator of a 
panel discussion on “Rheumatic Fever and Heart Disease.’’ Par- 
ticipants on the panel were (sitting, left to right) Dr. Robert A. 
Bruce, Seattle; Dr. Marvin Schwartz, Portland; and Dr. Francis 
Chamberlain, San Francisco. 


> Doctors who work with x-ray machines are suscep- 
tible to the occupational hazard disease, leukemia, Dr. 
Claude-Starr Wright pointed out at a one-day sympo- 
sium of the Arizona chapter, held recently in Tucson 
(see cut). Dr. W. C. Finn, president-elect, was chair- 
man of the luncheon-meeting which included discus- 
sions on drugs, treatments and methods of unsolved 
common diseases. 
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Arizona Host to Medical School Professors. Dr. W. C. Finn (right), 
president-elect of the Arizona chapter and chairman of the chapter’s 
recent symposium in Tucson, greets three of the scientific speakers. 
Left to right are Dr. Israel Davidsohn. Chicago Medical School; 
Dr. Claude-Starr Wright, Ohio State University; and Dr. O. E. 
Van Alyea, University of Illinois. 


Dr. Wright, who is assistant professor of medicine 
at Ohio State University, spoke on ‘Chemotherapy in 
the Leukemias and Lymphomata.” 

“Modern Management of Common ENT Problems” 
was the subject of Dr. O. E. Van Alyea. He told mem- 
bers that allergies, tobacco smoke and orris root, used 
in cosmetics, play a prominent role in ear, nose and 
throat trouble. Dr. Van Alyea is clinical professor of 
otolaryngology at Illinois Medical School in Chicago. 

Other speakers were Dr. Israel Davidsohn, chair- 
man of the department of pathology at Chicago Medi- 
cal School; Dr. Edward F. Hartung, professor of clini- 
cal medicine at New York University, and Dr. Thomas 
F. Daugherty, head of the department of anatomy at 
the University of Utah. 
> More than 200 physicians attending the Colorado 
chapter’s recent symposium dealing with procedures 
followed by general practitioners in their offices, heard 
Dr. Ward Darley, president of Colorado University, 
speak on progress of medical research, not only in the 
modern medical laboratory, but also in the everyday 
community. Seven guest speakers presented the scien- 
tific program, held at the Broadmoor in Colorado 
Springs. Dr. Steven Kallay, Lakewood, and Dr. 
Charles J. Smyth, Denver, were moderators. Dr. Ken- 
neth H. Beebe, Sterling, chapter president presided 
over the luncheon-meeting. 
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PRESENTING OFFICIAL JEWEirRy 


FOR MEMBERS OF THE AMERICAN 
ACADEMY OF 


GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain 


Official Key 
The official key of the 
Academy displaying the 
official seal. 


Finest quality tie chain hand- 
somely suspending the official 
Academy seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tox): 


14K Gold Sterling 
Gold Filled Silver 
Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bar 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 Ronson Lighter 12.79 
Ring—Ock Leaf 34.00 RING SIZE CHART 
Ring—Small Seal 24.00 will be sent immediately 


*Chapter President's Key 39.00 on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansos 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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The new president for the Colorado chapter for 1955 
is Dr. Martin G. Van Der Schouw, Fort Collins. Cho- 
sen as president-elect to succeed Dr. Van Der Schouw 
next year is Dr. Kenneth E. Prescott, Grand Junction. 
Remaining in the offices of secretary and treasurer, 
respectively, are Dr. Robert M. Maul and Dr. Thomas 
E. Best. 

> At the fourth annual meeting of the Vermont chap- 
ter held in Bretton Woods, N. H., Dr. Wayne Grif- 
fith, Chester, was elected president. Other new of- 
ficers are Dr. Donald Bashaw, Wallingford, president- 
elect; Dr. Clifford Harwood, Manchester Center, vice 
president; and Dr. William Heininger, Burlington, 
secretary-treasurer. 

The fifth in a series of highly successful Road Shows 
sponsored by the Indiana chapter, was held February 
10 in Evansville. Dr. J. W. Visher, first district direc- 
tor of the Indiana chapter, and Mr. Arthur Tiernan, 
executive secretary of the Vanderburgh County Medi- 
cal Society, were in charge of local arrangements. Hy- 
pertension and Gynecology were discussed during the 
afternoon and evening “‘show.” Dr. Murray B. Shel- 
don, assistant professor of medicine, University of Cin- 
cinnati, talked on ‘‘Diagnosis and Treatment of Essen- 
tial Hypertension” and “The Management of Malig- 
nant Hypertension.” Dr. Lester Bossert, the other 
guest speaker who is Co-director, Gynecology Divi- 
sion, University of Cincinnati, used as his topics for the 
scientific meeting, ‘Office Gynecological Procedures 
for the G.P.”” and ‘Office Gynecology Continued.” 

At an earlier ‘Road Show” held in Fort Wayne, Dr. 
Francis L. Land, co-chairman of the Indiana chapter 
Road Show committee, was a key person in directing 
and planning it. About 175 physicians attended the 


afternoon and evening sessions of that fourth “show.” 


Road Show Participants. New medical trends are being discussed 
by Dr. O. T. Scamahorn, president of the Indiana chapter (left), 
with guest speakers on a recent Road Show which was sponsored 
by the chapter. The speakers are Dr. F. L. Land, chairman of the 
Allen County Medical Society (next to Dr. Scamahorn), Dr. Edwin 
G. Olmstead and Dr. Burton A. Waisbren, both from Marquette 
University School of Medicine. 
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more ti coe 
when you sterilize this way 


Spend more time with patients, less time sterilizing 
instruments. 

Castle’s “777” Speed-Clave reaches spore-killing 
temperatures in less than 4 minutes, from a warm start! 
Quicker than boiling, and gives you infection-proof 
sterilization. 

This speedy autoclave is desk-top size, fits anywhere. 
Fully automatic, it costs just $216-$219! 

Write, or phone your Castle dealer. 


WILMOT CASTLE COMPANY 
1152 University Avenue, Rochester 7, N. Y. 


EMOTIONAL PROBLEMS 


and what you can do about them 


FIRST AID TO WISER LIVING 
WILLIAM B. TERHUNE, M.D. 


Medical Director, Silver Hill Foundation, New Canaan, Conn. 
The book that can be recommended to 
anyone with emotional difficulties. 

Dr. Winfred Overholser says: 

**T like Dr. Terhune’s book . . . It recognizes 
that people do have problems, and 

at the same time presents possible and 


practical ways of meeting them.” 


$3.00 at all bookstores or from 
WILLIAM MORROW AND COMPANY, INC. 


425 Fourth Avenue, New York 16. 
(Please add 9¢ sales tax for delivery in N.Y.C.) 


Heart treatments were stressed by guest speakers, Dr. 
Edwin G. Olmstead (see cué) and Dr. Burton A. 
Waisbren. 
> At the first of a series of evening seminars held by 
the New Hampshire chapter, Dr. Gordon Margolin of 
the Peter Bent Brigham Hospital in Boston, gave a 
‘talk on “Electrolytes and Fluid Balance in General 
Practice,” followed by a question and answer period. 
The meeting was held in the St. Joseph’s Hospital in 
Nashua. 
> An interesting poll carried out by the Texas chapter 
shows that of the first 524 replies received, these 524 
Academy members delivered 31,408 babies in 1953; 
cared for 116,316 children in 1953 and handled 25,052 
major surgery cases that year. The survey also re- 
ported that in over 90 per cent of the cases referred, 
control of the patient remained with the general prac- 
titioner who made the referral. 

The interim session of the Texas chapter, promoted 
by chapter president, Dr. L. Bonham Jones, was held 
February 19-20 in Austin. This was the first time the 
interim session included a meeting of local chapter 
officers. 

New officers for the Dallas County (Texas) chapter 
are Dr. J. Byron Landress, Garland, president-elect; 
Dr. Bryant O. Baker, vice president; Dr. W. H. Patton, 
secretary; and Dr. P. E. Whittlesey, Jr., treasurer. 

Dr. William Frank Cole will preside as president 
for 1955 of the Harris County (Texas) chapter. Other 
new officers recently elected to their posts are Dr. 
Charles A. Behrens, president-elect. and Dr. Ben Wal- 
pole, who goes from ihe position of secretary to vice 
president. The 1955 secretary and treasurer will be 
Dr. Haden E. McKay and Dr. Philip J. Cecala. Dr. 
Donald Gready will act as chairman of the board. 

At the Red River (Texas) chapter meeting held in 
Sherman, Dr. I. L. Wright, Clarksville, was elected 
president, Dr. Robert Duncan, Denison, vice presi- 
dent, Dr. O. G. Janes, Cooper, president-elect, and 
Dr. I. L. Thomas, Gainesville, secretary-treasurer. 
Scientific talks were given by Drs. Harry Spence, Sam- 
uel A. Shelburne and W. P. Devereaus, all of Dallas. 
> Ata luncheon of a joint meeting of the District of 
Columbia and the Virginia chapters, held in Washing- 
ton, Dr. Maurice J. Kossow of Washington, president 
of the District of Columbia chapter, presided. Follow- 
ing this first joint meeting of the two chapters, the Vir- 
ginia chapter held its business meeting, with President 
Richard M. Reynolds leading. Dr. Halvard Wanger, 
retiring secretary-treasurer of the West Virginia chap- 
ter, suggested a combined Virginia-West Virginia sci- 
entific session to be held at the Greenbrier, in White 
Sulphur Springs, West Virginia, on Sunday, Novem- 
ber 13, 1955. 
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METHANESULFONATE 


(BENZTROPINE METHANESULFONATE. MERCK) (TROPINE BENZOHYORYL ETHER METHANESULFONATE) 


rated the best single drug in parkinsonism’ 


MAJOR ADVANTAGES: Effective against rigidity.2 Counteracts 
muscle spasm. “Good against major tremor."’? “Safe.” 


‘COGENTIN’ helps control palsied hands—often with a single daily dose 


‘COGENTIN’ affords maximal symptomatic relief in 
parkinsonism — whether postencephalitic, idiopathic 
or arteriosclerotic. 

For alleviating spasm and cramps, rigidity and con- 
tracture of parkinsonism, ‘CoGENTIN’ is “better than 
any drug currently available.”* 

Severe tremor, unaffected by standard medication, 
improved in many cases when ‘COGENTIN’ was given.° 

‘COGENTIN’ is reported to be safe in all forms of 
parkinsonism.? Even the elderly tolerate it well.* It 
“does not cause drowsiness” or similar side effects 
during the day.‘ 
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Dosage: Effective symptomatic relief may usually be 
obtained with a single 1 or 2 mg. dose taken orally 
before retiring. Each quarter-scored tablet contains 
2 mg. “COGENTIN.” 

References: 1. M. Clin. North America 38:485 (March) 1954, 2. Neurol» 
ogy 2:233 (May-June) 1952. 3. J.A.M.A. 156:680 (Oct. 16) 1954. 4. Perkin- 


sonism and its Treatment, Phila., J. B. Lippincott Co., 1954, pp. 87-88. 
5. Neurology 3:361 (May) 1953. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INC. 
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PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 
able price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber's name in gold on 
the front cover. The cost is $3.60 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 
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Dr. Thomas L. Lucas was recently elected president 
of the newly organized Northern Virginia chapter, the 
third component chapter of the Virginia chapter. 

New officers for the Richmond (Virginia) chapter 
are Dr. F. Elliott Oglesby, president, who succeeds 
out-going president, Dr. W. Linwood Ball; Dr. 
Charles G. Young, president-elect; Dr. Richard A, 
Crossen, vice president; Dr. Charles L. Williams, 
secretary; and Dr. Wayne D. Campbell, treasurer, 
Two new board members were elected at the same 
meeting. They are Drs. Reuben F. Simms and R. §. 
Faris. New officers and board members were installed 
at a January meeting. 
> The Broome County (New York) chapter has 
elected as their new president for the ensuing year, Dr. 
Harry Shapiro of Vestal, who succeeds retiring presi- 
dent, Dr. Anthony Meloro, Binghamton. Other new 
officers elected at the dinner meeting held in Endicott 
were Dr. Florence E. Warner, Binghamton, vice presi- 
dent; Dr. Herta Edstein, Endicott, treasurer; and Dr. 
John G. Malia, Endicott, secretary. 

Dr. Thomas P. Engster, retiring president of the 
Rensselaer County (New York) chapter, handed over 
the gavel to the 1955 president, Dr. Maxim A. Mayo, 
Troy, at the recent annual meeting, held in conjunc- 
tion with a buffet supper. Dr. Engster assumed the po- 
sition of vice president, while Dr. William Stewart of 
Watervliet was elected secretary-treasurer and Dr. Os- 
car Loewy will fill the position of corresponding 
secretary. 
> At the annual dinner meeting of the Alameda-Con- 
tra Costa (California) chapter, guest speaker, Robert 
Saxe spoke on “Fun in Gardening.” Dr. R. Abbott 
Crum, also a guest speaker, gave a talk on “Problems 
of the Busy Medico.” Dr. Ralph S. Walker, Piedmont, 
president of the Bay Area unit, presided. 

Dr. John Walsh, president of the California chapter, 
and Dr. Abe Berman, president of the Sacramento So- 
ciety for Medical Improvement, were special guests ata 
recent meeting of the Sacramento (California) chapter. 
Dr. David Dozier, past state chapter president, was 
master of ceremonies. 
> Dr. Edward Hayes, St. Anne, will head the Kanka- 
kee (IMinois) regional chapter as president for the 
coming year. At the meeting held early in January, 
other officers elected were Dr. Raymond Malott, Man- 
teno, vice president, and Dr. Miriam M. Klein, Brad- 
ley, was re-elected secretary-treasurer. 
> At the annual meeting of the Washington chapter, 
Dr. Erroll Rawson, Seattle, was elected to serve as 
president during 1955. The next annual meeting is 
scheduled to be held in Spokane. Other new officers 
elected with Dr. Rawson were Dr. A. Bruce Baker, vice 
president and Dr. John C. Ely, secretary-treasurer. 
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brand of nitrofurazone, Eaton 


vaginal suppositories 


leukorrhea...cervicitis [1 suppository morning 
and vaginitis and night. Exerts 
prompt, powerful, prolonged antibacterial action. 


cervicovaginal surgery § 1 suppository morning 

and radiation therapy and night for2or3 days 
before surgery and thereafter until healing is com- 
plete. Same procedure for radiation therapy. 


Contain Furacin 0.2% in a water-miscible base. 
Hermetically sealed in foil. Box of 12 suppositories. 


DO NOT CAUSE MONILIAL OVERGROWTH 


EATON LABORATORIES 
NORWICH NEW YORK 


THE ee UNIQUE CLASS OF ANTIMICROBIALS 


PRODUCTS OF EATON RESEARCH 
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New members of the board of directors are Dr. Arthur  ”"? 
B. Watts and Dr. L. C. Miller. 

> Tar Heel practitioners will assemble in Charl ite for Ab 
the North Carolina chapter’s 1955 scientific meeting 

on October 16 through 18. Plans are getting well under 

way for the scientific program as well as for entertain. IN T 
ment for the ladies. The 1955 registration is expected JJ conc 
to be the highest the chapter has ever recorded at its J some 
scientific session. that 
> Dr. Wilkie D. Hoover has been selected as presi- pres 
dent-elect of the Tulsa (Oklahoma) chapter. Dr. abou 


Hoover, the outgoing president of the Tulsa County TI 
Medical Society, will succeed Dr. Earl M. Lusk, whois J tows 
chapter president this year. Other new officers are Dr. J 45 | 
Charles Wilbanks, vice president and Dr. M. O. Hart, visec 
who was re-elected secretary-treasurer. howe 


> Dr. Preston C. Hall, 1955 president of the Greater [J Heal 
St. Louis (Missouri) chapter, was installed at a din- 
ner meeting recently. He succeded Dr. Delevan Cal- 
kins. President-elect to take office in 1956 is Dr. 
Charles O. Metz. Other officers installed were Dr. J Pres 
Walter T. Gunn, vice president; Dr. Charles A. Mold- to F 
en, secretary; and Dr. Norman L. Mistachkin, treasur- 

er. Drs. John T. Flynn, Eugene V. Henschel and Nor- Cov 
man A. James were installed as new board members. 


Annual Social Event for Cornhuskers. Dr. Frank J. Mnuk of linin 
DeWitt, president of the Nebraska chapter, and several of the 

chapter’s past presidents joined 100 Nebraska physicians and thei: To" 
wives at NAGP’s recent annual dinner in Omaha. Dr. Earl F. 
Leininger of McCook, president of the Nebraska State Medical 
Association, was a special guest. Shown at one of the tables are their 
(left to right) Mrs. John A. Brown, Dr. John A. Brown, fifth 
Nebraska chapter president; Dr. Leininger, Mrs. Harvey Runty, 
Dr. Mnuk, Mrs. Paul Read, Dr. Harvey G. Runty, fourth Nebras- 
ha chapter president; Mrs. Frank J. Mnuk; and Dr. Paul S. 
Read, the first president of the chapter. 
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WHAT OTHERS ARE SAYING... 


About Federal Reinsurance 


In THE LIGHT of the varied and many points of view 
concerning federal reinsurance, GP is presenting here 
some of the more cogent pros and cons to the measure 
that have appeared in the public press. This objective 
presentation merely shows what others are saying 
about the controversial issue. 

The administration-proposed program, which failed 
to weather the blasts of opposition in the 83rd Congress 
was presented again on January 31, this time in a re- 
vised dress to the 84th Congress, by President Eisen- 
hower. The following is the full text of the President’s 
Health Message to Congress: 


President Urges Federal Underwriting 
to Expand Private Medical Insurance 
Coverage 


(WASHINGTON, Jan. 31, AP)—Following is the text 
of President Eisenhower’s Message to Congress today out- 
lining his health program:) 


To THE CONGRESS OF THE UNITED STATES: 


Because the strength of our nation is in its people, 
their good health is a proper national concern; healthy 
Americans live more rewarding, more productive and 
happier lives. Fortunately, the nation continues its ad- 
vance in bettering the health of all its people. 

Deaths from infectious diseases have diminished. 
During the past year, important progress has been 
made in dealing with such diseases as rheumatic fever, 
high blood pressure, poliomyelitis and tuberculosis. 
Intensified research has produced more knowledge 
than ever before about the sources of heart disease 
and cancer. 

The Eighty-third Congress, during the last legisla- 
tive session, supported dramatic new strides in voca- 
tional rehabilitation. By 1959, consequently, we should 


m be restoring to useful lives most persons who become 


disabled and who can be rehabilitated and returned to 
employment. In human terms, this will be a heart- 
warming achievement. 

The 1954 amendments to the Hospital Survey and 
Construction Act opened another new chapter in the 
nations! fur better health. Under these amend- 
ments, further provision was made to help build health 
care facilities for the chronically ill; to aid in the con- 
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struction of nursing and convalescent homes; to pro- 
vide for more diagnostic and treatment centers for 
patients who do not need hospital care; and to make 
centers available for rehabilitation of the disabled. 
These achievements represent a major gain for the 
immediate and future welfare of countless Americans 
—in the health of both mind and body. Recent ad- 
vances do not, however, represent our full capacity to 
wage war on illness and disability throughout the land. 


The Immediate Needs 


As a nation, we are doing less than now lies within 
our power to reduce the impact of disease. Many of 
our fellow Americans cannot afford to pay the costs 
of medical care when it is needed, and they are not 
protected by adequate health insurance. Too fre- 
quently the local hospitals, clinics, or nursing homes 
required for the prevention, diagnosis and treatment 
of disease either do not exist or are badly out of date. 
Finally, there are critical shortages of the trained per- 
sonnel required to study, prevent, treat and control 
disease. 

The specific recommendations that follow are de- 
signed to meet this three-fold deficiency. 


Meeting the Costs of Medical Care 


For most Americans, insurance—private voluntary 
insurance—provides a sound and effective method of 
meeting unexpected hazards which may be beyond the 
capacity of the individual to bear. Risk sharing through 
group action is in the best tradition of vigorous and 
imaginative American enterprise. 

The Government should cooperate with, and en- 
courage, private carriers in the improvement of health 
insurance. Moreover, a great many people who are not 
now covered can be given its protection, particularly 
rural areas where group enrollment is at present diffi- 
cult. 

Existing health insurance can also be improved by 
expanding the scope of the benefits provided. Not all 
private expenditures for medical care can or should 
be covered by insurance; nevertheless, many policies 
offered today are too limited in scope. They are princi- 
pally for hospitalized illness and for relatively short 
periods of time. 

I recommend, consequently, the establishment of a 
Federal Health Re-insurance Service to encourage 
private health insurance organizations in offering 
broader benefits to insured individuals and families 
and coverage to more people. 

In addition, to improve medical care for the aged, 
the blind, dependent children, and the permanently 
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Establishing desired eating patterns 


Obedrin- 


and the 60-10-70 Basic Diet 


With Obedrin and the 60-10-70 Basic Diet, 
the overweight patient receives specific, 
proved aids to control overeating. Loss of 
weight is accomplished more comfortably, 
while the patient develops new and better 
eating habits.* 


OBEDRIN CONTAINS: 
Methamphetamine for its anorexigenic and 
mood-lifting effects. 

Pentobarbital as a corrective for any excita- 
tion that might occur. 

Vitamins B, and B, plus niacin for diet 
supplementation. 

Ascorbic acid to aid in the mobilization 
of tissue fluids. 


Obedrin contains no artificial bulk, so the 
hazards of impaction are avoided. The 
60-10-70 Basic Diet provides for a balanced 
food intake, with sufficient protein and 
roughage. 


*Eisfelder, H. W.: Am. Pract. & Dig. 
Treat., 5:778 (Oct. 1954). 


FORMULA: 


Semoxydrine HCl (Methamphetamine HCl) 5 
mg.; Pentobarbital 20 mg.; Ascorbic acid 100 mg.; 
Thiamine HCl 0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


Write for 60-10-70 Diet Pads, 
Charts, and samples of Obedrin. 


Weight 


The S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
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and totally disabled who are public assistance recipi- 
ents, | recommend the authorization of limited Fed- 
eral grants to match state and local expenditures. 


Reinsurance 


The purpose of the reinsurance proposal is to 
furnish a system for broad sharing among health 
insurance organizations of the risks of experimen- 
tation. A system of this sort will give an incentive to 
the improvement of existing health insurance plans. 
It will encourage private, voluntary health insurance 
organizations to provide better protection—particularly 
against expensive illness—for those who now are in- 
sured against some of the financial hazards of illness. 
Reinsurance will also help to stimulate extension of 
private voluntary health insurance plans to millions of 
additional people who do not now have, but who could 
afford to purchase, health insurance. 

The Department of Health, Education, and Wel- 
fare has been working with specialists from the in- 
surance industry, with experts from the health pro- 
fessions, and with many other interested citizens, in 
its effort to perfect a sound reinsurance program—a 
program which involves no Government subsidy and 
no Government competition with private insurance 
carriers. 

l urge the Congress to launch the reinsurance service 
this year by authorizing a reasonable capital fund and 
by providing for its use as necessary to reinsure 
three broad areas for expansion in private voluntary 
health insurance: 

{1] Health insurance plans providing protection 
against the high costs of severe or prolonged illness. 

[2] Health insurance plans providing coverage for 
individuals and families in predominantly rural areas. 

[3] Health insurance plans designed primarily for 
coverage of individuals and families of average or 
lower income against medical care costs in the home 
and physician’s office as well as in the hospital. 

Medical care for public assistance recipients. Nearly 
5,000,000 persons in the United States are now re- 
ceiving public assistance under state programs aided 
by Federal grants. Present arrangements for their 
medical care, however, are far from adequate. Special 
provision for improving health services for these 
needy persons must be made. 

I recommend to the Congress, therefore, that it 
authorize separate Federal matching of state and local 
expenditures for the medical care needed by public- 
assistance recipients. The separate matching should 
apply to each of the four Federally aided categories— 
the aged, the permanently and totally disabled, the 
blind and children deprived of parental care. 
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Stimulating Construction of Health Facilities 


Many communities in the United States today lack 
the hospitals, clinics, nursing homes and other modern 
technical facilities required for the protection of the 
people’s health. In other communities structures are 
antiquated or otherwise deficient in construction or 
equipment. 

Present methods of financing are not always satis- 
factory in meeting this problem. Many sponsors and 
operators are unable to qualify for grants under the 
recently extended Hospital Survey and Construction 
Act. Sponsors of health facilities often find it difficult to 
obtain private capital for construction. 

In other fields, Government-insured loans have 
consistently helped produce the new construction 
required in the urgent national interests. The tested 
procedures developed by such successful Government 
guarantee programs as these would now be used to 
stimulate construction of additional health facilities. 

I recommend, therefore, that the Congress au- 
thorize the Secretary of Health, Education, and Wel- 
fare to insure, for a small premium, mortgage loans 
made by private lending institutions for the construc- 
tion of health facilities. 

The continuing responsibility of the mortgagor and 
of the lending institution should be preserved by 
limiting the insurance to less than the face amount of 
the loan and by requiring that a mortgage loan, to be 
eligible for insurance, must be for less than the full 
value of the property. The authorizing legislation 
should include any needed safeguards against the 
encouragement of substandard or unsound projects. 


Health Personnel Needs 


Whether we look at health problems in terms of 
services for the community or for the individual—at 
problems of research, prevention or treatment of 
disease—we find that supplies of trained personnel 
are critically short. 

The Administration’s legislative program for this 
year therefore contains proposals addressed to crucial 
areas of personnel shortages. These particular areas, 
moreover, hold the key to other possible advances 
and improvements in health programs. 

Two proposals are aimed at shortages in nurse 
personnel: First, I recommend a five-year program of 
grants to state vocational education agencies for 
training practical nurses. Second, I recommend an 
expansion of Public Health Service Operations to 
establish traineeships for graduate nurses in specialities 
such as nursing service administration, teaching and 
research. 
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Pyridoxine Hydrochloride 

Vitamin By (as vitamin 2 concentrate) 
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Liver Fraction 2, N.F. 
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In addition, my recommendations for the revision 
of the present public health grant programs include 
authority for the establishment of traineeships in all 
public health specialties, including mental health. 


Public Health Programs 


The Public Health Service, the Children’s Bureau of 
the Social Security Administration, and the Food 
and Drug Administration are skilled and vigilant 
guardians of our nation’s health. All three of these 
agencies should be strengthened, and the programs of 
the Public Health Service and the Children’s Bureau, 
for aiding state health activities made more responsible 
to changes in state and local health needs. To this 
end, I urge the Congress to take the following steps: 

[1] Improve present grant-in-aid programs provid- 
ing services for mothers, for crippled children and for 
children requiring special health services. Separate 
funds should be provided for extension and improve- 
ment of these activities and for special projects de- 
signed to develop improved medical care techniques 
both for mothers and for children. 

[2] Permit greater flexibility in the use by the states 
of Federal grant funds for public health services. The 
states could adapt their programs more effectively 
to their own needs if the separate Public Health 
Service grants were combined into a single, unified 
grant-in-aid structure. In addition, separate funds 
should be provided for extension and improvement of 
existing public health programs and for special pro- 
jects for the development of improved techniques. 

[3] Step up research on air pollution. As a result of 
industrial growth and urban development, the at- 
mosphere over some population centers may be ap- 
proaching the limit of its ability to absorb air pol- 
lutants with safety health. I am recommending an 
increased appropriation to the Public Health Service 
for studies seeking necessary scientific data and more 
effective methods of control. 

[4] Provide greater assistance to the states for water 
pollution control programs. As our population grows 
and demands for water increase, and as the use of 
chemicals expands, our water supply problems become 
more acute. Intensified research in water pollution 
problems is needed as well as continuing authority for 
the Public Health Service to deal with these matters. 
The present Water Pollution Control Act expires on 
June 30, 1956. This termination date should be re- 
moved and the act should be strengthened. 

[5] Authorize the Public Health Service to establish 
traineeships for both graduate and specialized training 
in public health in order to increase the numbers of 
traincd personnel. 
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[6] Strengthen the Public Health Service Com- 
mission Corps by improving its status and its survivor 


benefits. 


Mental Heolth 


Care for the mentally ill presents a special set of 
problems. 

Only in the past few decades have we, as a people, 
begun to regard mental and emotional disorders as 
capable for specific diagnosis, alleviation, cure, and 
rehabilitation. We now know that effective preventive 
and control programs are possible in the field of mental 
health. 

I recommend, therefore, new and intensified meas- 
ures in our attack on mental illness. These are: 

[1] Strengthening of present aid to state and com- 
munity programs for the early detection, control and 
alleviation of mental and emotional derangements ; 

[2] Increased budgetary support for training activi- 
ties which are now authorized, so as to increase the 
number of qualified personnel available for care of 
mental patients; and 

[3] Authorization of a new program of mental health 
project grants. Such projects would aim at improving 
the quality of care in mental institutions and the 
administration of the institutions themselves. They 
would also search out ways of reducing the length of 
stay and the necessity for institutional care in as 
many cases as possible. 


Juvenile Delinquency 


As a vital part of our attack on a serious health and 
social problem I also recommend new grants to the 
states to enable them to strengthen and improve their 
programs and services for the prevention, diagnosis and 
treatment of delinquency in youth. There should be 
assistance for state planning, for coordination of all 
state and local agencies concerned with juvenile de- 
linquency, for training of personnel, and for special 
research and demonstration projects. 


International Aspects of Health 


For half of mankind, disease and disability are a 
normal condition of life. This incalculable burden not 
only causes poverty and distress, and impedes eco- 
nomic development, but provides a fertile field for the 
spread of communism. 

The World Health Organization of the United Na- 
tions is exerting forceful leadership in a cooperative 
world-wide movement toward better health. Its pro- 
gram merits adequate and growing financial support on 
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KNOX GELATINE DRINK 


Knox Gelatine is a high protein food supplement of proven value in the 
therapy and management of peptic ulcer cases. Neutralizes and buffers 
gastric acidity. Inhibits enzyme production and reduces motility. All 
protein. Contains no sugar. Aids in healing. 


Knox Gelatine and Instant Dry Milk for Added Supplemental Protein 


For your patient’s protection, be sure you specify KNOX so 
that the patient does not mistakenly get ordinary gelatin 


desserts, which are 85 per cent sugar. 


Available at grocery stores in 4-envelope family 
size and 32-envelope economy size packages. 


KNOX 


GELATINE U.S. P. 
ALL PROTEIN 


To the extent that Gelatine-Milk combinations 
have formed a sound dietary basis for the man- 
agement of peptic ulcer, it is suggested that 
Knox Gelatine may be mixed with instant dry 
milk as a palatable antacid and enzyme inhibi- 
tor for relief of symptoms as well as an easily 
digestible source of extra protein. Knox Gelatine 
and dry milk taken as a beverage provides gen- 
erous supplies of essential amino acids. Instruc- 
tions for making the Knox Gelatine drink are 
printed on every envelope of Knox Gelatine. 


CHARLES B, KNOX GELATINE CO., INC. * JOHNSTOWN, NEW YORK 
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the part of the United States. Our contribution to the 
World Health Organization should be raised, so that 
the effort to release men from the bondage of disease 
through international cooperation may be increased. 
These recommendations to the Congress represent 
abroad and coordinated offensive against many of the 
problems which must be solved if we are to have 
better health for a stronger America. All the proposals 
recognize the primacy of local and state responsibility 
for the health of the community. They encourage 
private effort, with private funds. With the cooperation 
of the states and the medical profession they can form 

the basis for better health for all. 
Dwicut D. EIsennower. 


The White House, 


AMA in Accord with Ike’s Aims 
But Doubts Plan’s Desired Results 


(Chicago, Feb. 12, AP)—Headquarters of the American 
Medical Association said today the A. M. A. “still 
believes” the proposed medical reinsurance program 
advocated by President Eisenhower “‘will not achieve 
the desired results.” 

It added, however, that the A. M. A. has been “in 
complete accord” with the stated purpose of legisla- 
tion designed to promote voluntary health insurance. 
It commended Mr. Eisenhower for his beliefs and 
efforts in encouraging its expansion. 

The headquarters said the medical profession has 
been reassured to find that the official position of the 
government is one of trust and confidence in the 
ability of private initiative to solve existing problems in 
the field of medical care. 

Under the President’s proposed reinsurance pro- 
gram, government funds would be used to share with 
private insurance firms the risk of experimental and 
expanded health plans. 

The release said that “through its board of trus- 
tees, the A. M. A. congratulated Mr. Eisenhower on 
his statement that health proposals to the Eighty- 
fourth Congress ‘recognize the primacy of local and 
state responsibility’ and would ‘encourage private ef- 
forts with private funds.’ ” 

A spokesman said the A. M. A. legislative commit- 
tee and the board of trustees has not yet taken a formal 
stand on the new reinsurance proposal. 

The A. M. A. voiced objections to a similar program 
advocated by the President last year, on grounds such 
legislation was not needed. The proposal was shelved 
by the Republican-run congress. 
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Specifically, the A. M.A. said it supports or agrees in 
principle with these recommendations by the Presi- 
dent: 

1. An intensified attack on mental illness. 

2. Proposals aimed at relieving the shortage of 
nurses. 

3. Continued efiorts in restoring to useful lives most 
persons who become disabled or who can be rehabili- 
tated and returned to employment. 

4. A program of greater flexibility in the use by 
states of federal grants-in-aid for public health services. 

5. Establishment of traineeships in public health 
and strengthening the public health service com- 
missioned corps by improving its status and survivor 
benefits. 

6. Stepped up research on air and water pollution. 
The A. M. A. has supported federal research grants 
for this work. 


Secretary Hobby Says Program 
Not a Cure-All But Best Ever Offered 


(Washington, Feb. 2, AP)—Oveta Hobby, secretary of 
welfare, praising President Eisenhower’s reintroduced 
health reinsurance proposal, says it is not a cure-all 
but nevertheless an important item in “the best 
health program every presented to Congress.” 

Mrs. Hobby also told a news conference that the 
reinsurance proposal—designed to help bolster and 
expand private health insurance plans—is more spe- 
cific than was the one pigeon-holed by the Republican- 
led Congress last year. 

‘For example,” she said, “special attention is 
focused on the development of improvements in cover- 
age for lower income families and for people living in 
rural areas. 

“In addition, encouragement is offered for the ex- 
pansion of coverage under so-called major medical 
(expense) plans.” 

Here are some highlights of the proposals—and the 
background for their need—as outlined by Mrs. 
Hobby’s department: 

Reinsurance—Despite progress already made in 
developing health prepayment methods (at the end of 
the year 1953, 99 million persons have some hospital- 
ization insurance, 82 million had surgical expense 
policies and 42 million had some insurance against 
the medical expenses) there are important gaps in 
coverage. 

At present, only about 1% million people have 
policies that cover them against major medical ex- 
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pense and only about 5 million more have coverage 
against all medical care costs. 

Declaring that in 1953, total benefits paid by health 
insurance amounted to 1,900 million dollars—while 
total private expenditures for all forms of medical 
care, including that covered by insurance, amounted in 
the same year to $9,900 million—the department said: 

“Commercial and nonprofit health insurance organ- 
izations can and should reach many more people and 
provide better and broader benefits.” 

Mr. Eisenhower’s plan: 

Would “specifically prohibit” regulation of the 
insurance industry by the federal government. 

Would reinsure losses by a company only if they 
were “abnormal and in excess of those anticipated 
when the plan was approved (by the government) and 
sold to subscribers. Furthermore, the carrier would 
share in paying these ‘abnormal losses.’ ” 

Would reinsure a plan of a given kind or type only if 
reinsurance “‘on terms and conditions and at premium 
rates comparable to those offered by the government is 
not available from private sources to an extent suffi- 
cient to carry out the purposes of the program.” 

The Mortgage Insurance Proposal—lIt is aimed at 
encouraging local initiative and effort in the construc- 
tion of health facilities which are now outside the 
fiscal or eligibility limits of present federal aid for such 
construction or which though eligible, cannot be 
reached by (the present) program because of projects 
of higher priority.” 


New Dealer Dingell Against Reinsurance, 
Calls for Compulsory Coverage 


(Washington, Feb. 8, By Martin S. Hayden, North Amer- 
ican Newspaper Alliance)— The angriest man in Con- 
gress over President Eisenhower’s medical reinsurance 
program is Representative Dingell (D-Mich.). 

Dingell’s is the voice of the “liberals,” the new deal 
Democrats and the C. I. O. angrily accusing the Eisen- 
hower administration of ‘fraudulent pretentions .. . 
blundering . . . deception of the people.” These groups 
are angry’ most of all because the President’s plan 
would stymie their own program for compulsory 
government medical insurance for everyone. 

To the Dingell group, the “real thing” is the com- 
pulsory health insurance for all that President Tru- 
man wanted, a plan in which government would tax 
everyone for medical protection as it now collects for 
social security pensions, with employer and employee 
splitting the premium cost. 
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This is the plan which throws the American Medical 
Association into a real paroxysm of rage against “‘so- 
cialized medicine,” a reaction only mildly duplicated 
when the A. M. A. also opposed the Eisenhower plan 
on the ground that it “might lead” to government 
control of doctors. 

**The A. M. A.,” he declared “opposed Blue Cross 
hospitalization at first and the doctors only started the 
Blue Shield insurance plan because they were scared.” 

Of the Eisenhower alternative, Dingell said: 

**It has a basic internal contradiction. It is trying to 
expand coverage, improve benefits and so forth—all of 
which costs money—without expending any money. 
The reinsurance scheme is supposed to be self-li- 
quidating. It tries to do these things by a reinsurance 
device unrelated to the basic problem. That’s like try- 
ing to use a hammer to saw a piece of wood.” 

In the face of this and other attacks, Mrs. Oveta 
Culp Hobby refers questioners to her more-informed 
assistant secretary, Roswell B. Perkins. 

Perkins disagrees with the Dingell claim that insur- 
ance companies can’t broaden coverage and increase 
benefits and still make money. He notes that medical 
insurance coverage by private plans has increased 
1,500 per cent in the last seventeen years and at- 
tributes it to recognition by companies that they can 
handle successfully what they once thought were “‘un- 
insurable” medical cost problems. 

He says the Eisenhower administration wants to 
**prod” that process and get it rolling faster to include 
an estimated 30 million persons who do not now have, 
but could afford, medical protection. 

“In an insurance company,” he explained, “it is 
quite normal for the sales department to recommend 
to the directors a new type of coverage they think 
would be competitive, attractive and profitable, only 
to have the actuaries come in and say there aren’t 
enough records to be sure of the risk. That’s what is 
happening today to suggestions that insurance com- 
panies offer individual farmers the kind of protection 
industrial workers can buy under group plans. 

**Now the directors listen to their two groups of ad- 
visers, mull it over and too often they'll decide to wait 
a little while and not take the risk. We want to lessen 
that risk and thus encourage faster development.” 

But, it is asked, won’t this lead to unsound insur- 
ance plans, with the government picking up the bill? 
Isn’t it then, as the liberals charge, a “giveaway” to 
insurance companies ? 

*"No,” Perkins replies. “It is true the government 
would pay 75 per cent of a loss on such an experi- 
ment, but the insurance companies would still have to 
pay the other 25 per cent. Too many ‘handouts’ on 
that scale would break them.” 
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proved therapy in alcoholism 


brand of DISULFIRAM (tetraethylthiuram disulfide) 
". .. the most important advance in the medical management of chronic alcoholism . . .”* 


“Antabuse” gives the patient a forceful and immediate 
reason for not drinking . . . he finds he cannot drink 


without experiencing extreme discomfort. By keeping 
the patient away from alcohol, “Antabuse” serves as 


a valuable adjunct to psychotherapeutic measures. 
* Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 
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